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GONORRHGA AND ITS SEQUEL IN THE MALE: 


By V. N. B. Wuuis, M.B., Ch.M., 
Brisbane. 


Wuen asked to read a paper before this Society 
about six weeks ago I was dubious as to whether 
I should be able to find sufficient material to interest 
you. However, I decided to look carefully through 
my records and try to give you some of my impres- 
sions of the results of treatment of gonorrhea in 
the male; and also to make mention of some of the 
cases which presented any unusual features. 

I do not propose to discuss the mode of infection in 
the male, which in all my patients in the case of a first 
attack has been the usual one, except in one. This man 
stoutly denied ever having had anything to do with 
women nor could the most severe cross examination 
shake his statement, but as he was undoubtedly 
infected, I had to give up seeking the cause. Nor 
do I wish to draw diagrams of the anatomy of the 
male genito-urinary organs, as you are all quite 
well acquainted with them; but there is one par- 
ticular part which requires a little consideration 





1Read at a meeting of the Queensland Branch of the British 
Medical Association on March 5, 1926. 





and that comprises the prostate and vesicule 
seminales, 


Anatomy. 


The ductus deferens starts at the inferior 
extremity of the epididymis and ends by opening 
as the ejaculatory duct in the posterior portion of 
the urethra. As they approach one another at the 
base of the bladder each duct becomes sacculated 
and dilated and assumes a general resemblance 
to a portion of the seminal vesicles. This dilated 
part is termed the ampulla of the duct. Just above 
the base of the prostate the duct becomes narrow 
again and in this portion is joined by the duct from 
the corresponding seminal vesicle to form the 
ejaculatory duct which after a short course 
downwards, forwards and medially through the 
prostate opens on each side of the wtriculus 
prostaticus. 


The seminal vesicles are a pair of hollow saccu- 
ated structures each being about five centimetres 
(two inches) in length. Inferiorly the vesicle 
becomes constricted to form a short duct, the ductus 
excretorius, which joins the lateral side of the 
corresponding ductus deferens at an acute angle 
to form the ejaculatory duct. 
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Each vesicle consists of a tube which is coiled 
up in a tortuous manner and if untwisted these 
tubes would be found to be from twelve and a half 
to fifteen centimetres (five to six inches) long. 

In regard to the position of the vesicles Kenneth 


Walker states: 

The seminal vesicles do not occupy the oblique posi- 
tion described in many textbooks, their long axis being 
much nearer horizontal than is usually supposed. They 
lie along the upper border of the prostate and in close 
contact with it, so that to the examining finger they 
would appear to form part and parcel of that structure. 
In this way cases are diagnosed as chronic prostatitis 
which are really chronic vesiculitis. 

Why I have drawn your special attention to these 
structures will appear later. 


Casuistics. 


The notes which follow, are based solely on the 
examination of some fourteen hundred patients of 
whom I have kept records. Of these 743 were 
suffering from definite gonorrhea in an infectious 
condition, that is to say gonococci were discovered 
either in the urethral discharge taken the first. day 
or else in the threads centrifuged from their urine. 

In passing I might say that you often get con- 
siderable help from the examination of the first 
smear as to the condition of the patient. Sometimes 
sperms are present which must at least mean that 
the vesicles are irritated and that the disease has 
a longer start than the patient suspects. At other 
times the discharge is swarming with pus cells and 
no organisms, which usually means a relapse of an 
old infection. 

In the above series 262 cases were first infections, 
with no previous treatment and in 481 it 
was either of long duration with previous 
treatment or else there was a definite history of 
previous attacks. 

Epididymitis was the most common complication, 
it occurred in sixty or 225% in the series of first 
infections and in sixty-four or 133% in what I 
might call the chronic series. The fact that the 
percentage is almost double in the fresh cases is 
probably because a certain proportion of those with 
chronic infection had had epididymitis either before 
coming to me or during previous attacks. Most 
authorities give the percentage at 25. 

Other complications were as follows: 


Abscess— Rheumatism— 
ol Sere | Severe .. 
Periurethral .. .. .. 12 : Mild? 

Stricture (severe) .. .. 11 sen é oat 

Cysts on the roof of the - Pe amg oe 

posterior urethra - 12 Phosphaturia (severe) 

Filarial infection 3 Pain in the heart 

Bacillus coli communis in- Cystitis (severe) 

fection of the prostate 6 Polypi on the veru- 

Extra-urethral sinus .. 2 montanum .. .. 

Cowperitis'.. .. .. .. 9 Vasitis (severe).. 

Bubo (incised) .. 


I do not propose this evening to discuss the treat- 
ment of these complications or the measures which 
may be taken to minimize their occurrence, but to 


_ 
oo oo 


bat eh pak ek pe 





1The abscess burst in the perineum in two patients. 
2Involved the feet four times, the knee three times and the 

shoulder, wrist, jaw and sterno-clavicular joint once each. 
2One patient became blind in one eye. 
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draw your attention firstly to the infection of 
the seminal vesicles and secondly to the question of 
gonococcal carriers. 

Vesiculitis. 

Vesiculitis or spermato-cystitis occurred so often 
that I have ceased to regard it as a complication, 
but rather as a normal event in the course of the 
disease. In all the patients in the series of chronic 
infections the vesicles were infected to some extent. 
Why should this be so? 

I once read that the area of the secreting surface 
of the two vesicles was equal to that of the whole 
anterior portion of the urethra, the vas and the 
epididymes put together. If this statement be true 
and I have no reason to doubt it, we see that half 
the mucous area open to attack by the gonococcus 
lies within the spermatic vesicles, which would 
partly explain why infection is found here s0 
frequently. 

When such a large secreting surface becomes 
infected we can readily understand why we get such 
severe toxic manifestations and also why if only 
slightly irritated, absorption may still give rise to 
symptoms apparently out of proportion to the size 
of the focus of infection. The infection may be mild 
and easily overlooked, but the consequences to the 
patient in after life are often extremely serious. For 
these reasons I have come to regard the onset of 
vesiculitis as merely a stage in the course of an 
attack of gonorrhea and not a complication. 

In my opinion only in the very rarest cases does 
the posterior part of the urethra fail to become 
infected ; in private practice, probably less than 1% 
of patients. Some authorities state that it becomes 
infected in all cases. 

This is quite different from what we found in the 
case of soldiers in England. These men were exam- 
ined as soon as they came back from leave and were 
often discovered with small mucous discharges con- 
taining numerous gonococci which had developed 
within twenty-four to forty-eight hours of connexion. 
These infections were very frequently aborted com- 
pletely with “Argyrol” injections and the patients 
had no further trouble, especially if the manifesta- 
tions appeared in less than twenty-four hours. The 
infection was probably not further than just inside 
the meatus and we were able to get behind it. 

However in civilian life things are quite different. 
If the patient notices any slight symptoms within 
twenty-four hours, in nine cases out of ten he will 
wait probably two or three days until a good tear 
appears before he consults a doctor, or no symp- 
toms may be apparent for ten or twelve days after 
connexion. This, of course, means that the organ- 
isms have had twelve days to spread down the 
surface of the urethra and along the lymph chan- 
nels. They have become thoroughly established. 

For these reasons we do not see many cases in 
private practice suitable for the early treatment 
which will abort the attack and thus prevent the 
spread of the infection to the posterior portion of 
the urethra. 

Now if a posterior urethritis developes in every 
patient, this means that the prostate and vesicles 
become infected in all. They must have become 
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infected in the 225% of the patients in whom epi- 
didymitis occurred. Frequently this posterior 
urethritis is not severe and may even be overlooked. 
The only sign may be that the urine becomes a 
little more cloudy during treatment. Some of the 
fifty prostatic ducts have become involved and pus 
begins to be discharged into the posterior portion of 
the urethra. 

This mild prostatitis usually clears up without 
causing much trouble and the formation of a pros- 
tatic abscess is not very common; it was seen in 
fourteen out of seven hundred and forty-three cases, 
which gives a percentage of 1-9. 

The mild vesiculitis which occurs together with 
the prostatitis, does not tend to clear up spon- 


taneously, but rather to settle down and become | 


dormant if untreated. I presume that this is due to 
the shape of the vesicle which is a blind sac and the 
ease with which its single duct may become blocked. 
It is this fact that makes recognition of the condi- 
tion so important. It is when the gonococci become 
dormant in the vesicles that they start to cause 
‘trouble, trouble which very often is misleading and 
tends to direct the physician’s attention away from 
the focus. I have seen several patients whose 
affection was diagnosed as subacute appendicitis 
instead of subacute vesiculitis. 


Luys has stated that: 

The relative thinness of their walls and the richness of 
the vascular supply explain readily why a spermato-cystitis 
is so dangerous. . . . Also in all cases the course of a 
spermato-cystitis is a protracted one, its minimum duration 
is two months and it often lasts longer. 

As has been said above each vesicle is a blind 
narrow tube fifteen centimetres long. This tube is 
about the thickness of a quill and is, of course, 
closed at the upper end. 


I shall quote once more from Kile, of Illinois: 

No other portion of the genito-urinary tract has such 
a@ poor natural defence; is so frequently overlooked or 
neglected. Having an extensive epithelial surface which 
is susceptible to infection, closed at one end and so 
situated that natural drainage to be effective must over- 
come the laws of gravity, and opening into the urethra by 
a minute orifice, but little can be expected from palliative 
or expectant treatment. 

To digress for a moment there seem to be various 
strains of gonococci, some causing very severe infec- 
tions with thick purulent discharge, much soreness, 
edema and pain. These cases with severe initial 
symptoms usually clear up completely under treat- 
ment and leave little permanent damage to the tissues 
involved. On the other hand there are some strains 
which cause a very mild type of infection with a 
long incubation period up to three weeks or more. 
The urethral discharge which they produce is a 
small, white, watery bead, containing very numerous 
gonococci, but not very much pus. Unfortunately 
these are really most treacherous cases, as when 
first examined there is already a posterior or vesi- 
cular infection, owing no doubt to the long incuba- 
tion period. But the infection of the posterior 
portion of the urethra is so mild that it causes the 
patient very little inconvenience and it becomes 
difficult to convince him at times that there is 





anything much the matter with him and that he 
requires any lengthy treatment. 

So far then I have said that in nearly all cases of 
gonorrhea the infection spreads to the posterior 
part of the urethra and involves the prostate and 
vesicles. When the prostate becomes infected, it 
gives rise to unpleasant symptoms; even if it is only 
mildly inflamed the patient gets frequency and a 
certain amount of pain and discomfort at the end 
of micturition. If severe, of course, he will also 
have tenesmus and difficulty in passing his urine 
which will be thick with pus and often blood-stained. 


This infection in the prostate naturally tends to 
clear up completely, even without any mechanical 
interference mainly on account of the shortness of 
the infected prostatic ducts. 

Infection of the vesicles, if severe, gives rise to 
the same symptoms as a severe prostatitis and as 
the treatment of both conditions is the same, the 
diagnosis is not of great practical value; but should 
it be mild, it gives rise to no unpleasant symptoms 
whatever and unfortunately unlike a mild pros- 
tatitis, it does not tend to cure itself spontaneously. 
The gonococci in the vesicles cause few objective or 
subjective signs. There is often nothing to lead 
the patient to suppose that he is not cured; he has 
no discharge, no soreness and even no threads in 
his urine. Should he have a connexion and nothing 
happens, he is quite satisfied with his treatment and 
it becomes difficult to convince him that he needs 
more massage, as no one likes this method of treat- 
ment. He may then discontinue treatment and 
return to his normal mode of living and wonders 
what is the matter with him when in, say, six 
months’ time he commences to suffer from vague 
pains in his limbs or back, headaches and loss of 
appetite and finds he is losing weight, symptoms, of 
course, of toxemia due to the dormant focus in 
his vesicles. 

This is the sort of history we get from a patient 
who is suffering from a mild vesiculitis. He says 
that he had an attack of gonorrhea from three 
months to fifteen years previously, was treated by 
medicine and syringed himself. The attack lasted 
about two months and cleared up completely except 
for a slight gleet, which the doctor said was quite 
harmless. He had had no trouble since until he 
noticed a slight discharge and soreness on passing 
his water, but on cross examination we find for the 
last year or two he has gradually been losing weight, 
feels tired when he awakens in the mornings and has 
lost his appetite. He did not think that these 
symptoms had anything to do with his old infection 
until the slight discharge appeared. He may com- 
plain of some pain low down in the back, aching in 
the greins or behind his testicles or even pains in 
the arms and legs (neuritis). He may even say: 
“TI do not think my gonorrhea is cured” or “out of 
my system.” 

In passing, I may state that I have come to the 
conclusion that there are very few patients com- 
plaining of “not being cured” and wandering round 
from one medical man to another, who have not 
some definite underlying pathological cause for their 
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worries. They have been told that there was nothing 
the matter with them on numerous occasions, but 
some instinct seems to warn them that they are not 
cured. Frequently they have never been massaged 
and are suffering from vesiculitis. McDonagh says 
with regard to this type of patient: 

Gonorrheal neurasthenia is a true toxic manifestation of 


the disease, since it often disappears when the patient is 
cured. 


On examination it is found that the slight dis- 
charge does not contain gonococci and that the 
patient’s urine is quite clear or may have a few 
small muco-purulent threads. 

Now what do we find when we make a rectal 
examination? 

I ask the patient to pass his urine into a glass 
and he holds this under his meatus while he leans 
forward and rests his forehead on the edge of a 
table. The normal vesicles feel soft, smooth and 
fairly small and if pressed gently drops of secretion 
come out, fall into the urine and dissolve rapidly, 
leaving it as clear as before except for a mucous 
cloud and some clear prostatic or vesicular granules. 

Types of Vesicles. 

Abnormal vesicles fall roughly into two distinct 
types which I propose to call the soft type and the 
hard type. In the soft type which is the less com- 
mon, the vesicle is very much enlarged, often twice 
the normal size, nodular, but not very tender on 
palpation. It drains very freely, indeed far too 
much expression can be got out of it, mostly in the 


form of big clots seven and a half to ten centimetres 
long, consisting of spermatic fluid which has become 
dried, pus and débris and when they dissolve in the 
urine they make it very cloudy looking and the 
numerous pus flakes can easily be seen as they settle 


down on the bottom of the glass. Microscopically 
we find very abundant pus and few organisms. 

In the hard type which is more usually found, 
the vesicle is not abnormally enlarged, in fact may 
be smaller than usual, but it is very hard, firm and 
very tender on palpation and no expression appears 
at the meatus. In fact, the vesicle is blocked or 
partly blocked in which case some small, hard, dry 
clots can be expressed; they take a considerable 
time-to dissolve in the urine. If you examine the 
expression you will find that it consists of very 
few pus cells, débris, epithelium and gonococci often 


atypical. 
Atypical Gonococci. 


A reference to Asch will explain what I mean 
by atypical gonococci. The normal shape of the 
gonococcus is a double coffee bean. To be recog- 
nized as typical gonococci they ought besides to be 
enclosed in leucocytes. There are, however, numer- 
ous, exceptions especially in subacute and chronic 
gonorrhea in which gonococci are very often found 
in an extracellular position or lying within epi- 
thelial cells. But there are in addition irregular or 
rather degenerated forms of gonococci to which 
Janet has already called attention and which are 
extremely important to know. 

The first degree of degeneration is characterized 
simply by a change in the size of the gonococci which 
appear either swollen and much larger than usual 





or on the contrary shrunken and much smaller, 
the characteristic coffee bean shape and grouping 
being, however, preserved in both cases. 


If we study further the type of degeneration 
accompanied by swelling, we find ‘successively the 
following stages: : 

First Stage—The swollen gonococci little by 
little lose the coffee bean shape and take on almost 
an hemispherical aspect. 

Second Stage.—In a still further advanced stage 
there remain only two spheres whose reciprocal con- 
nexions are naturally less evident than in the case 
of the two half spheres. 

Third Stage——The swelling of those rounded 
forms may occur irregularly. 

Fourth Stage.—In the last stage we may have a 
single sphere. 

These different forms are all Gram-negative. This 
fact constitutes an argument in favour of their rela- 
tion with the gonococcus. However, the existence of 
Gram-positive forms of transition of the gonococcus 
has recently been also admitted by several authors. 


But the close relationship between the gonococcus’ 


and these atypical forms is chiefly proved by the 
fact that we can observe the different links in the 
chain of successive changes leading from one to the 
other. 

Regular gonococci may be found in the pus of 
relapses of urethritis due to the degenerated forms. 
Finally, such a condition in the male may induce in 
the woman an ordinary gonorrhea with normal 
gonococci. 

Three examples of this change in the form of the 
organisms will be sufficient. 


Patient 1,141.—This patient gave a history of gonorrhea 
two months previously. He complained of slight 
discharge. His urine was turbid with mucus and some 
pus; the centrifuged deposit contained abundant pus and 
abundant Gram-positive diplococci. His prostate was 
massaged once and his urethra was washed out daily with 
“Acriflavine” and four days later his urine contained typi- 
cal pus and gonococci and no Gram-positive organisms. 
Probably the Gram-positive diplococci found first were 
atypical gonococci. 


Patient 1,210.—This patient gave a history of gonorrhea 
six years and four years previously. On the second 
occasion two weeks’ treatment cured him. He complained 
of a small white discharge. His urine was clear with a 
few minute threads. His discharge and threads contained 
no organisms. His vesicles were draining, but tender and 
the expression contained few pus, epithelium, mucus and 
few very large Gram-negative atypical diplococci. Five 
days later he had an acute relapse with yellow discharge 
full of pus and intracellular gonococci and a turbid urine. 

Patient 1,0838.—This patient complained of irritability of 
the bladder after an old infection. His urine was turbid 
with pus. On March 8, 1926, it was centrifuged and a slide 
smear contained mucus, a few pus cells and abundant 
staphylococci. On March 9 Gram-positive diplococci were 
seen; on March 10 Gram-negative staphylococci appeared 
and on March 11 Gram-negative extracellular diplococci. 
As the organisms changed from staphylococci to Gram- 
negative diplococci all his symptoms became worse. 


Therefore we see why much less value is nowadays 
attributed to microscopical examination of stained 
smears for the identification of the gonococcus in 
doubtful cases of chronic urethritis. 

I shall give one more example of how the exam- 
ination of urethral smears may mislead the doctor. 
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Patient 1,301—This patient had gonorrhea two years 
previously and had had one year’s very vigorous treatment. 
When he came to see me he had a very small urethral 
discharge and complained of shakiness all over and in- 
ability to get erections; he felt ill and.dull and looked 
the picture of misery. His symptoms pointed to gonorrheal 
neurasthenia. He had been told that he had no cause to 
worry as he only had a “staphylococcal urethritis.” His 
discharge did not contain gonococci and his urine was quite 
clear, but the expression from his vesicles which were 
partly blocked, contained typical gonococci and a few pus 
cells. 

It is these atypical forms of gonococci that we 
find in nearly all these long standing cases either in 
the slight discharge seen at the meatus or more 
often in the threads from the urine; or if gonococci 
are not seen in either, in the expression from the 
vesicles. 

It is the exception to find typical Gram-negative 
intracellular diplococci in old infections that have 
had a lot of treatment. 

Now to return to the two types of vesicles. The 
soft type seems fairly easy to manage and responds 
well to treatment by massage. As I have said 
above, there is always much pus in the expression; 
at times it is quite yellow and thick and at other 
times it may be mixed with blood. That is to say, 
there is apparently a good local resistance against 
the invasion. These cases usually clear up com- 
pletely in time without leaving any severe damage. 

But the hard type is quite a different proposition. 
Very little expression can be obtained at first and 
this contains few pus cells and few or abundant 
organisms. I presume that this means that the 
local resistance is poor and the organisms atypical 
in form are more or less in what might be called a 
resting stage. They lie here and their toxins are 
absorbed into the circulation and give rise to 
symptoms of toxemia. 

I shall give you two examples of vesiculitis of the 
hard type. 

Patient 1977.—The patient, aged twenty-two years, was 
sent to me for diagnosis. He had had gonorrhea three 
years previously and was laid up in hospital for six 
months at that time with severe rheumatism in both arms 
and legs. When first seen he had severe rheumatism in 
both feet and knees and could only limp with a stick. He 
was very thin and debilitated, but had no signs of any 
urethral discharge and his urine was quite clear. 

On rectal examination it was found that his vesicles were 
small, hard and I could not obtain any expression for 
microscopical examination. After doing this on four occa- 
sions with no result I thought it would help to have a 
deviation of complement test done. The result reported 
was ++, which fitted in with the fact that his vesicles 
were very tender and justified my supposition that it was 
a case of gonorrheal rheumatism; so I persevered with 
my attempts to get the vesicles open; on the eighth occa- 
sion at the end of seven weeks I managed to express many 
old, dry clots containing no pus, but epithelium, débris, 
abundant gonococci and sperms. The slide looked almost 
like that of a pure culture of gonococci; they were all 
arranged in clumps, with no pus about. Under treatment 
his rheumatism cleared up completely except for one heel, 
which remained sore. 

Patient 1822.—This patient had a previous attack four 
years previously. The attack for which he sought advice 
was of four days’ duration, with an incubation period of 
four days. He had an acute left vesiculitis when examined 
on the second day; evidently this was the focus for the 
attack which was a relapse. Under treatment his discharge 
stopped and his urine became nearly clear, but his left 
vesicle became small, hard and completely blocked. At the 





‘end of twelve weeks he suddenly got severe pain in his left 


leg. This was diagnosed as sciatica and he spent a month 
in hospital. On his return he could only limp with a stick 
and it was then found that his left vesicle was very big 
and swollen, but draining freely as numerous large clots 
could be expressed. T'wo months later, after being subjected 
to massage once a week, he was completely free from 
any pain in the leg and his vesicles were draining freely 
and apparently normal. Eighteen months later his 
spermatic fluid was normal and he had had no further 
trouble. 

This case shows how the infected vesicles may 
change from the hard to the soft type. 

Of course, all cases of vesiculitis do not conform 
to one or other of these types completely and many 
lie midway between the two. They may be hard in 
places or irregular, one may be hard and the other 
soft and as above they may change in the same 
patient from the hard to the soft type. 

The treatment of this hard type of vesiculitis is 
slow and requires infinite patience. 

To quote Luys again: 

In all cases the course of a spermato-cystitis is a pro- 
tracted one, its minimum duration is two months and it 
often lasts longer. 

A vesiculitis can only be considered to be cured when 
no indurations are left, when all pain in the region of 
the vesicles has disappeared and when no longer any 
purulent débris comes away on massage. 

I would like to add to this standard: When the 
spermatic fluid is normal on _ microscopical 
examination. 

What is the best method of examining the sper- 
matic fluid? While at Bulford I was interested 
in the question of sterility following on double epi- 
didymitis. On examining the expression obtained 
by massage in these cases, I found so few sperms 
that I wondered if this method were satisfactory. 
Ten control persons were examined in the same 
manner; in some sperms were found and in others 
there were none. I, therefore, came to the con- 
clusion that this method of examination could not 
be regarded as definite enough; the expression 
obtained by massage from a patient who had never 
been infected, could not be called normal if no 
sperms were present. 


The Carrier State. 

Now when a patient gets an attack of gonorrhea, 
especially if he is a married man, after his first 
fright he is always in a terrible hurry to be cured, 
so that he may return to his normal mode of living. 
I decided that here lay a method of examining the 
spermatic fluid; so when I considered that the 
patient was probably cured, had no discharge and 
a clear urine, I gave him a condom which he used 
at home and brought back to me for examination. 

The results were surprising. 

Time after time I would find that the spermatic 
fluid of these patients who had passed other tests of 
cure, looked quite normal to the naked eye, but 
would contain few pus cells, débris, sperms and - 
abundant mixed organisms, typical and atypical, 
showing conclusively that the patient had not com- 
pletely eradicated the disease, but that it had become 
dormant as it were in the vesicles; for he showed 
no signs of a return of his discharge or increase of 
threads in his urine after the connexion. 
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One example of this condition will be enough. 

Patient 1684.—A first infection resulted in a vesiculitis 
which was fairly severe. Four months after the commence- 
ment of treatment when his urine had become clear with 
mucus and the posterior part of his urethra appeared 
normal on urethroscopic examination, his spermatic fluid 
was found to contain pus, mucus, sperms, gonococci and 
abundant large Gram-negative bacilli and diplococci. Six 
weeks later after massage had been applied five times, it 
contained few pus cells, mucus, sperms and few secondary 
organisms and one month later with no further treatment 
very few pus cells, mucus, sperms and very few bacilli. 
This was four years ago. 

We thus see that in a certain number of patients 
with gonorrhea the vesicular condition is the last 
to clear up under treatment. But if the attack of 
gonorrheea is not taken seriously and treated symp- 
tomatically for example by medicine only, we find 
that the posterior urethritis tends to clear up after a 
longer or shorter time, leaving the patient appar- 
ently cured. What really has happened is that the 
prostatitis which gives rise to most of the painful 
symptoms, burning, frequency and bleeding, has 
spontaneously fixed itself, but the vesiculitis is left 
in a latent condition. The atypical gonococci 
remain in the vesicles dormant. Here they cause 


no signs or symptoms. In fact the patient is always 
surprised when you tell him that he is not yet cured 
and needs some more massage. 

In a certain number of patients a fresh specimen 
of semen is found to contain a mixture of sperms, 
débris and gonococci typical and atypical, but no 


pus cells. The slide looks exactly like a film of 
gonococcal culture with sperms scattered about. 

These patients manifest no signs whatever of any 
urethral infection at the time, but nearly always 
give a history of repeated previous attacks, most 
of which have been cured in record time by various 
methods. 

To my mind this condition which I might call 
that of a “gonococcal carrier” is at the root of the 
difficulty we have in eradicating gonorrhea in the 
community. The organisms seem to be in a state 
of balance and cause no trouble to the host at the 
time, but I do not doubt for a minute that they may 
become acutely infectious when implanted in a new 
soil; or if something upsets the host’s resistance, 
either local, abuse of the part or general, too much 
alcohol or some intercurrent disease they will cause 
a relapse. The patient always puts this down as a 
fresh infection. 

You would think, after all the propaganda that 
has taken place in the last fifteen years on the 
subject of venereal diseases, especially with our 
“improved” methods of treatment, that we would be 
beginning to overtake the incidence of the disease, 
but we do not seem to make much progress. It 
has always been said that from a public health 
point of view the easiest way to stamp out gonor- 


rhea is to cure the infected males, as it is supposed | 


to be more difficult to be quite sure when a woman 
is free from infection. However, it is this tendency 
of the disease to become dormant in the seminal 
vesicles of the male that defeats our efforts. These 
carriers are usually the “man about town” type and 
have no toxic manifestations whatever. They are 





generally extremely healthy. The difficulty is, of 
course, to find them, as owing to their lack of 
symptoms there is no reason why they should seek 
medical advice. 

I think that they probably get into this condition 
during their first attack by having repeated con. 
nexions too soon, before their vesiculitis hag 
quietened down, for instance Patient 1,684 above 
was in a “carrier” condition four months after 
treatment was started; but just a little longer rest 
and some more massage allowed the vesicles to 
recover. If we cannot find all the carriers in the 
community, we can try to make certain that the 
patients we see, do not leave us in this carrier 
condition. 

I have also found other organisms present in the 
spermatic fluid at times in almost pure culture, large 
Gram-negative bacilli, Gram-positive streptococci, a 
very small Gram-negative bacilli and Gram-negative 
cocci. 

Probably some of these have been non-infectious 
gonococci and it is an extremely difficult problem to 
make up one’s mind whether these are harmful to 
others or not. I am inclined to think that they 
are not harmful if in pure culture, but, of course, 
in these cases the general health and mental atti- 
tude of the patient must be taken into account. 

Eight patients in the above series were affected 
with double epididymitis; at the conclusion of treat- 
ment healthy sperms were found in five, but were 
absent in three. 

Time does not permit me to discuss the actual! 
treatment of vesiculitis, except to say that the mild 
cases respond extremely well to massage and rapidly 
lose their toxic manifestations as soon as drainage 
is established and the secretion can be freely 
expressed. The passage of sounds too early by 
bruising the prostate and vesicular ducts which 
run through it, often helps to prolong the course 
of the disease. 

In conclusion I have tried to show you this 
evening: 

1. That nearly all gonococcal infections in private 
practice involve the posterior urethra. 

2. That vesiculitis of the hard type is the com- 
monest complication owing to the natural shape and 
position of the vesicles. 

3. That the gonococcus tends to become dormant 
here and assume an atypical form. 

4. That the vesicles are the usual focus leading 
to relapses. 

5. That it is absorption of toxin from the vesicles 
which causes gonorrheal neurasthenia, rheumatism 
and most of the chronic ill health in these men in 
after life. 

6. That if this focus is treated, the results are 
extremely satisfactory to both the doctor and the 
patient. 

7. That a certain number of patients become 
“carriers” especially if treated symptomatically 
only and are a menace both to themselves and their 
friends, as they quite unknowingly spread the 
disease. 
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8. That until we make every effort to be quite 
certain we are not allowing them to depart with 
a “certificate of cure” in this carrier condition, we 
have not done our duty to the community; and that 

9, Lastly, with this object in view it is wise to 
examine fresh specimens of spermatic fluid (some 
authorities go even further and recommend that 
cultures should be made from it). 

All our efforts must be directed against the 
tendency of the gonococci to become dormant in the 
spermatic vesicles. 


<i 
— 





ALBUMINURIC RETINITIS OF PREGNANCY.’ 


By J. C. Doveras, L.R.C.P. and S. (Edin.), 
D.O. (Oxon.), 
Honorary Ophthalmic Surgeon, Ballarat Hospital; 
AND 
W. R. GrirrirHs, M.B., B.S. (Melb.), 
Medical Superintendent, Ballarat Hospital. 


Introductory. 

ALBUMINURIC fetinitis of pregnancy is sufficiently 
common in incidence and grave in outlook with 
regard to vision to make the subject one of import- 
ance to the general practitioner who always sees 
these patients first. It is, therefore, a matter of 
general interest to record five cases which have 
recently occurred in the practice of the writers, to 
draw attention to the salient points in this com- 
plication of pregnancy and to emphasize the 
important indication for treatment contained 
therein. Albuminuric retinitis in pregnancy is in 
no sense a matter of academic interest or scientific 
curiosity, but has the greatest practical bearing on 
the quality of the vision and the whole future 
outlook on life of the young woman concerned, to 
say nothing of the economic advantage of being able 
to manage without the expense of help in her house- 
hold duties. 


Clinical Cases. 


CasE I.—Mrs. F., aged twenty-one years, was admitted to 
the Ballarat Hospital during her first pregnancy three 
weeks before her expected confinement. Her vision was 
misty for a month before admission, that is in the seventh 
month of pregnancy. The urine was “solid” with albumin 
and the amount of urine passed was one hundred and fifty 
cubic centimetres (five ounces) in twenty-four hours. On 
ophthalmoscopic examination it was found that the vision 
of the right eye was */,, vision of the left eye was confined 
to the counting of fingers. The fundus oculi was the seat 
of very severe albuminuric retinitis and severe optic 
neuritis, the left optic disc measuring four diopters of 
swelling and the right three diopters. A star figure was 
Present at the macula together with many “cotton wool 
exudates” and flame shaped hemorrhages. Labour was 
induced immediately and took forty-eight hours to become 
complete, but eclampsia and progressive deterioration of 
vision occurred during this time. On the second day of 
the puerperium she claimed that she could see much better 
and the excretion of urine rose to more than a litre. The 
systolic blood pressure on admission was two hundred 
millimetres of mercury, during labour it rose to two 
hundred and twenty and during the puerperium it fell to 
one hundred and forty-five millimetres. Two weeks after 
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the confinement the vision of the right eye was °/. and 
that of the left eye °/,. Albuminuric retinitis and optic 
neuritis were still severe and a moderate degree of detach- 
ment of the retina was present in the left eye. Now, one 
year later the vision of the right eye is */, and that of the 
left °/,. The fundus oculi is normal. 

CasE II.—Mrs. W.H., aged twenty-eight years, pregnant 
for the fourth time, was admitted to the Ballarat Hospital 
in the seventh month of pregnancy with albuminuria, but 
with good vision. The urine contained a large quantity of 
albumin. Two weeks later her vision suddenly failed and 
became °/,, in her only eye. Examination of the fundus 
oculi revealed the presence of albuminuric retinitis, optic 
neuritis and a star figure at the macula. For some reason 
labour was not induced until a week later; it was completed 
in twenty-four hours. Albuminuric retinitis and optic 
neuritis continued for five weeks, when improvement 
occurred and seven weeks after parturition vision was °/,, 
with correction. A year later the fundus was normal and 
vision remained at °/,.. 

CasE III.—-Miss M., aged twenty years, was pregnant for 
the first time. She complained of failure of vision two 
weeks before full term. She suffered from cedema, head- 
ache and albuminuria. The patient was treated at first as 
though she was suffering from acute Bright’s disease, the 
girl having concealed the fact that she was pregnant and 
the doctor having overlooked it for a day or two. Labour 
occurred naturally at full term two weeks after the patient 
was first seen. Eclampsia with uremic amaurosis occurred 
during labour which was complete in sixteen hours. Vision 
improved very little and I saw her for the first time one 
month after confinement. Albuminuric retinitis and optic 
neuritis were present, but were subsiding. The vision in 
both eyes was °/,. A year later vision was °/,, and the 
oculi fundi were normal. 

CasE IV.—Mrs. M., aged thirty-three years, was seen in 
private practice a few weeks ago and gave the following 
history. She came to Ballarat three years ago to be con- 
fined with her first child. Three days after her arrival her 
vision became blurred and she suffered from albuminuria. 
Two weeks later the doctor induced labour at the seventh 
month. The vision remained very blurred and sunlight 
looked like moonlight. Vision then improved somewhat. 
Ophthalmoscopic examination now three years later shows 
the vision of the right eye to be °/, and that of the left 
*/,, with the presence of scar tissue in both optic discs 
and some old choriodiditis in the left macular bundle. 
Estimation of refraction revealed one diopter of ‘astig- 
matism in each eye and after correction with cylinders the 
vision of the right eye improved to °/, and that of the left 
to °/,, partly. She is now pregnant again. 


CasE IV.—Mrs. W., aged thirty-two years, was pregnant 
for the fourth time. On January 27, 1926, when she was 
in the seventh month of pregnancy her vision began to 
fail and progressively became worse until February 8. It 
cleared a little on February 10, when the doctor gave 
medicine and induced labour. The child was born on 
February 11. Vision has not improved since then. Two 
weeks after confinement vision in the right eye was con- 
fined to the counting of fingers and that of the left eye 
was °/,. The fundus of both eyes manifested typical albu- 
minuric retinitis with moderate optic neuritis of two and 
a half diopters and macular stippling. There is also a 
condition of mixed primary and secondary otosclerosis 
which has been made worse by successive pregnancies. 
You have had an opportunity of examining this patient 
today and of noting the appearance of the eye grounds. 
I may add that she has only one kidney, the other having 
been excised for disease fifteen years ago. 

In addition a sixth patient was seen. She suffered from 
retinal edema and moderate optic neuritis, but no effusions - 
or hemorrhages. She also had blurred vision. Loss of 
speech occurred a week or two later. Labour was induced 
and subsequently all her symptoms disappeared. 


General Considerations. 


The appearance of failing vision with retinitis in 
the course of pregnancy indicates a sudden break- 
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down of the renal functions with an ensuing 
toxemia of the system. This toxemia may show 
itself in one case by a simple albuminuria with 
cedema, the hydremic type of nephritis as laid down 
by McLean. Or it may expend itself on the central 
nervous system in the form of eclampsia and 
amaurosis. Or again it may concentrate its evil 
effects upon the organ of vision in the form of a 
retinitis or an optic neuritis. This may be accom- 
paned by a moderate albuminuria and little edema, 
the toxzemic type of McLean. The albuminuria is 
merely one of the signs and not a cause of the 
retinitis. It indicates that the kidney has failed to 
stand up to the strain of pregnancy and shows 
where the trouble lies. 


Retinitis associated with the nephritis of preg- 
nancy has a much less grave prognosis, both as 
regards life and vision, than in the form seen in 
chronic nephritis in general. In the former vision 
is recovered to a considerable extent and the pa- 
tients live for many years; in the latter life is 
seldom prolonged beyond two years. 


Retinitis does not usually recur in future preg- 
nancies, unless the functional activity of the kidneys 
again gives way and not necessarily then. 


Retinitis more often developes in multipare than 
in primipare; Foster Moore found it to occur at 
or after the fifth pregnancy in fourteen out of 
nineteen cases. Retinitis of pregnancy differs very 
greatly from other forms of renal retinitis in its 
rapid onset, short sharp course and quick recovery 
under correct treatment. It is more often associated 
with detachment of the retina than other varieties 
of renal retinitis. This detachment which is always 
moderate, is due to the great outpouring of white 
effusions into the subretinal tissues. It differs from 
other forms of retinal detachment in its benign 
course and recovery. It may be overlooked unless 
its occurrence is borne in mind. It has recurred 
at a subsequent pregnancy. Defective accommoda- 
tion and the amaurosis of eclampsia occur in preg- 
nancy and labour without any retinitis, while per- 
manent deterioration of vision may occur in cases 
of excessive hemorrhage. 


Albuminuric retinitis most often occurs in the 
seventh month of pregnancy. It thus came on in 
four of the five cases recorded. 


The first and most reliable clinical symptom is 
failure or blurring of the vision. The principal 
changes seen in the fundus oculi are exudates, 
hemorrhages and optic neuritis. The exudates are 
at first like white clouds with soft edges or like 
pieces of cotton wool. Later. they are whiter and 
sharper edged. Sometimes they form a snow bank 
round the optic disc. Star figure at the macula is 
-due to the peculiar arrangement of the white 
effusions in this region. Two of the above patients 
presented typical star figures at the macula. It is 
in the macular region too that detachment of the 
retina begins or between the macula and the disc. 
These white effusions which are so common and 
large in the retinitis of pregnancy, have nothing like 
the evil prognostic significance that they have 









in the retinitis of chronic renal disease. In the 


latter they are of fatal import. 

Retinal hemorrhages are always present around 
the disc and are worse when optic neuritis is a 
prominent feature of the case. They are small and 
linear or candle flame shaped. They are most 
prominent when the retinitis is most severe and 
therefore influence the prognosis somewhat. Cases 
I. and II., however, cleared up well after many 
hemorrhages. The hemorrhage is due to diapedesis 
and not to rupture of vessels. 


Optic neuritis may be quite moderate or just as 
severe as in brain tumour, but the outlook as regards 
vision is much better in the pregnancy cases than 
in those of brain disease. This is because they run 
a much shorter course and are attended with much 
less formation of scar tissue in the disc in retinitis 
of pregnancy. 

In only one of the cases reported was there scar 
tissue formation which is such a prominent and evil 
development of the later stages of brain tumour. It 
is recognized by peculiar semitranslucent light 
effects in the subsiding swelling gf the disc. In- 
ability to recognize colours and other subjective 
phenomena may be present. 


Pigmentary changes in the fundi and a degree of 
optic atrophy may remain permanently. Almost 
all the visible signs disappear within a few weeks 
when prompt and efficient treatment has been 
carried out. With regard to improvement in vision 
opinions differ, some authorities regarding the prog. 
nosis as being grave, others taking a more optimistic 
view. Subsequent vision in four of our cases was 
respectively °/¢, °/12, °/o4 and °/9, the remaining 
patient being still under treatment. Vision in these 
cases is therefore fairly good with one exception. 

There is only one line of treatment and that is 
immediate induction and fairly rapid completion of 
premature labour. If possible, it should be com- 
pleted within thirty-six hours. To spend several 
days over it in a severe case is to court disaster 
to the vision. To wait for a natural delivery is 
to get the result shown in Case III. Fortunately the 
cases generally occur in the seventh month when 
the child has an excellent chance of living. 


The method of inducing premature labour which 
we have used in several of these cases and which has 
seemed to us most satisfactory, is as follows: 

The patient is given from one to two ounces of 
castor oil. At the end of one hour 0-75 gramme of 
quinine sulphate is administered. At the end of two 
hours a hot enema is given and at the end of three 
hours a second dose of 0-75 gramme quinine sul- 
phate. If no pains are complained of two hours later, 
another 0-75 gramme of quinine sulphate is given. 
If in twelve hours from the commencement no signs 
of labour have appeared, injections of pituitrin 
(0-5 eubic centimetre) are given at half hourly 
intervals until pains begin or six doses have beet 
given, whichever occurs first. In the majority of 


cases this method is successful in inducing labour. 


Should the above method fail, an anesthetic 
would be given, the cervix dilated to admit one or 
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two fingers and a stomach tube passed in between 
the uterine wall and the membranes, care being 
taken not to rupture the membranes. The tube 
coils up as it is passed in and separates a large 
area Of membrane. Labour is usually induced 
within twelve hours, this method being much more 
rapid than using bougies. 


In one of our cases, D.W., the first method was 
not successful until tried the third time. This 


caused apparently unjustifiable delay, but the pre- 
sence of broncho-pneumonia contraindicated the 
administration of a general anesthetic and in addi- 
tion the presence of a purulent vaginal discharge 
rendered intrauterine manipulation undesirable. 


<i 
—<— 





THE USE OF ARTIFICIAL PNEUMOTHORAX.? 


By W. S. Newron, M.D., Ch.B. (Melbourne), 


Honorary Physician Attending Out-Patients, 
The Alfred Hospital, Melbourne. 


In the time at my disposal it is impossible to deal 
with the subject of artificial pneumothorax in any- 
thing but a brief manner. I shall therefore 
endeavour to outline what appears to me to be the 
position that it holds in the present day treatment 
of respiratory diseases. 


My own experience of this method has covered 
only a period of some four years and is too short to 
enable me to arrive at any definite conclusions as 
to its ultimate value, but it has been possible to 
study the most suitable type of case and the 
technique. 


The opinions expressed in this paper are a result 
of my own brief experience, a study of the literature, 
observations made at Brompton Hospital in 1917 
and a study of the methods in vogue at the leading 
sanatoria and chest hospitals in 1925. 


HISTORICAL. 


Many observers had noted that patients with 
pulmonary tuberculosis frequently improved after a 
persistent pleural effusion which caused compres- 
sion of the lung. For this reason Carson, of Liver- 
pool, in 1822, suggested that air might be admitted 
to the pleural cavity to produce a similar compres- 
sion. Forlaninni, of Italy ,was the first to produce a 
compression by the present day puncture method, 
whilst Lillingston, in 1910, was one of the first to 
adopt the method in England. Since 1910 this 
method of treatment has at different periods been 
held in great favour or disfavour. I feel sure that 
its sphere of usefulness has now been defined. Like 


so many new methods of treatment artificial pneu- | 
mothorax when first introduced was used on all | 


types of patients. In the light of present day 
knowledge many of these were unsuited for this 
type of treatment. 
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ARTIFICIAL PNEUMOTHORAX IN PULMONARY TUBERCULOSIS. 

From my own experience I am convinced that 
much of the disrepute into which this method of 
treatment for pulmonary tuberculosis seems to have 
fallen, is due to the fact that many practitioners do 
not realize that it is only of value in certain types 
of cases and that it is not a treatment in itself but 
an adjunct to treatment. 


Effects. 


What is the effect of pneumothorax on the 
patient? It has two main effects: (i.) Mechanical; 
(ii.) reduction of toxemia. 


Mechanical Effects. 


Carson pointed out how great a bar to healing 
were the elasticity and constant movement of the 
lung. If a cavity is present, this elasticity prevents 
the sides from falling in and purulent material is 
free to collect. By collapse of the lung the diseased 
parts are put at rest and the surfaces of the cavity 
are brought into contact. Circulatory changes are 
brought about, at first probably hyperemic in 
character, then followed by a lymph stasis with a 
consequent reduction of the amount of toxin 
entering the blood stream. 


Reduction of Toxemia. 

The amount of toxemia in a patient with a 
successfully compressed lung is considerably 
reduced, as is demonstrated by a falling temperature 
and a great improvement in the general condition 
of the patient. This effect is partly mechanical, 
it is necessary to remember that it is due also to a 
reduction in the amount of toxin circulating in the 
blood in a patient with an antitoxic immunity pro- 
duced by the previously large dose and not to 
healing of the tissue itself. 

Types of Patients Suitable for Artificial 
Pneumothorax. 

The type of patient suitable for this procedure 
has now been more or less clearly defined. In the 
majority of institutions which I visited in 1925, 
Dr. Beaumont’s classification was mainly utilized. 
According to this classification artificial pneumo- 
thorax may be used: 

(i.) In unilateral disease in which pyrexia 
continues after complete rest of at least one 
month. 

(ii.) When the condition of the lung is similar 
to the above and the patient has responded 
to rest, but when on his attempting to move 
about even for a very short period signs of 
activity have returned. 

(iii.) In cases in which hemoptysis does not 
respond to ordinary methods of treatment 
and when the site of the lesion can be 
fairly accurately determined. 

(iv.) In unilateral pneumonic or 
pneumonic tuberculosis. 

The term “unilateral case” would appear to mean 
that the so-called healthy lung should not have or 
have had any lesion demonstrable either by physical 
or radioscopic examination. One might ask: “Are 


broncho- 





548 


THE MEDICAL JOURNAL OF AUSTRALIA. 


May 15, 1926, 





there any such cases?” Yes, one finds quite a 
number in ordinary practice. 


In practice the majority of observers admit under 
the heading of unilateral cases those in which the 
invasion of the “healthy” lung has been slight and 
has apparently healed or remained stationary for a 
considerable time. 


A much larger number of cases are thus brought 
under this heading. I have mentioned radioscopic 
examination. Except in the most urgent case of 
hemoptysis this should never be omitted. It is 
surprising to note the extent of involvement of a 
lung which by physical examination alone appears 
to be clear or at the most slightly affected. 


In a study of the literature it is most disappoint- 
ing to find that many series of suitable patients 
treated by this method have not ultimately done 
well, though giving most excellent immediate 
results such as the disappearance of cough and 
sputum, the return of the temperature to normal 
and improvement in the general condition. This 
has been a reason for the statement that this treat- 
ment is of little value. I feel that there is an 
explanation of this. Shortly after the lung is com- 


pressed the patient improves, the toxemia, cough 
and sputum will all disappear or be greatly 
reduced. Owing to the changed acoustic properties 
of the thoracic organs the physical signs of activity 
may no longer be found. What has been done? 
Simply the lung has been placed under the most 


favourable conditions for healing, the physical signs 
are suppressed, but the lesion remains. Owing to 
the great improvement in health the patient is 
frequently allowed undue latitude even to return 
to his work and in a short time is in a worse con- 
dition than when this treatment was initiated. The 
fault lies with the medical attendant who has failed 
to grasp the fact that he has merely placed the lung 
in a splint and not cured the lesion. Those who 
practise this method of treatment, must realize, if 
they hope for success, that the lesion remains and 
must be treated by sanatorium methods if not 
actually in sanatoria. Artificial pneumothorax is 
intended to augment ordinary methods of treatment 
and not to replace these. 


Technique. 


The gas used is air through a cotton wool filter 
and sterilization is by boiling. 

Preliminary medication is indicated only in 
nervous patients when 0-008 gramme (one-eighth of 
a grain) of morphine injected half an hour before 
the operation is usually sufficient. Sometimes it is 
advisable to give a sleeping draught on the previous 
evening. 


The best position is the semiprone slightly, 
inclined towards the sound side. The site of 
puncture should be if possible in the axilla because 
the respiratory excursion is greatest here and so 
this area is most likely to be free from pleural 
adhesions. 


If unsuccessful in the axillary puncture, I then 
try the base. In replacement cases the second or 





—, 


third intercostal spaces anteriorly are usually the 
best. 
Local Anesthetic. 

A 2% solution of “Novocaine” is used. A skin 
wheal is made with an ordinary hypodermic needle 
which is then changed for an exploring needle. This 
is inserted in the centre of the wheal and is slowly 
pushed down to the pleura, the anesthetic solution 
being continuously introduced en route. The pleura 
is well infiltrated, a most important step, for with- 
out adequate anesthetization pleural shock may 
occur. The trocar and cannula are now introduced 
until the sensation of slipping through the pleura 
is detected. The trocar is then withdrawn and the 
cannula connected to the apparatus. A reading 
of the manometer is taken and, if a negative 
pressure is shown and oscillations synchronous with 
each respiration are seen, the cannula is in the 
pleural cavity and by manipulation of the clips 
and bottles gas may now be introduced. 


Amount of Gas to be Introduced. 

At the first operation except in cases of hmor- 
rhage three hundred to five hundred cubic centi- 
metres of gas are usually sufficient. For refilling 
operations usually eight hundred to one thousand 
cubic centimetres are well tolerated. 

The danger of inserting more at the primary 
operation is that more sputum may be squeezed out 
than can be satisfactorily disposed of by coughing 
and this may infect the healthy lung. Moreover 
shock may be caused by overstretching of adhesions. 


In cases of hemorrhage when it is necessary to 


obtain full compression results in the shortest 
possible time I find that one thousand to one 
thousand five hundred cubic centimetres are 
necessary. 

Frequency of Refilling Operation. 

After having obtained the maximum amount of 
compression the question of refilling depends very 
largely on the physical signs which show that the 
lung is reexpanding. My experience has been that 
three to four weeks generally elapse before it is 
necessary to refill. 

The cases which appear most simple, may present 
the greatest difficulties in air entry. These 
difficulties will be mentioned later. 

If the benefits depended on complete compression, 
very few patients could be treated by this method, 
as complete compression can be obtained only in 
the absence of firm adhesions. Fortunately great 
benefit can be derived by partial compression alone. 
It is frequently found that adhesions stretch or 
even separate owing to the pressure of the gas, but 
care must be taken that the pressure in the mano- 
meter does not rise over fourteen centimetres of 
water. Many suggestions have been put forward 
for inserting a tenotome into the pleural cavity to 
divide the adhesions. This procedure has proved 
unsatisfactory. If the condition of the patient is 
suitable and artificial pneumothorax cannot be 
satisfactorily produced, then thoracoplasty as 
advocated by Morriston Davies should be practised. 
I have seen good results follow this treatment. 
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‘Duration of Treatment. 

How long should compression be maintained? In 
patients with complete collapse eighteen months to 
two years. 

In patients with incomplete collapse compression 
must be maintained for much longer periods, other- 
wise signs of activity will return. 


In the presence of hemoptysis if the patient’s 
condition is otherwise suitable, he should be treated 
as if the emergency had not arisen. If the other 
lung is severely infected, three to four weeks are 
usually sufficient to prevent a _ recurrence of 
hemorrhage. 


Dangers and Difficulties. 

When the other lung is greatly affected compres- 
sions may produce pulmonary edema and death. 
Air embolism usually occurs only if the lung is 
perforated and a large vessel entered. 


Pleural shock may cause severe collapse and even 
death. It is very necessary to infiltrate the pleura 
sufficiently to obviate this. Sometimes on entrance 
of the pleural cavity a negative pressure is shown 
on the manometer, but there are no respiratory 
oscillations. This usually means that the cannula 
has either penetrated the lung or is in contact with 
adhesions, ; 

Should a positive pressure be shown, then it is 
almost certain that a blood vessel has been entered 
and, if so, blood will be seen in the glass connexion 
tube. 

Effusion occurs in about 30% of compressed 
lungs. It is usually small and may be disregarded. 
If large it may require evacuation. 


ARTIFICIAL PNEUMOTHORAX IN OTHER RESPIRATORY 
CONDITIONS. 


Bronchiectasis. 


Artificial pneumothorax is of great value in 
unilateral bronchiectasis, especially in that type 
which follows inhalation of foreign bodies. I have 
had experience of only one case of this type and 
then after seven compressions extending over some 
months satisfactory healing occurred. 


Lung Abscess. 


In cases of lung abscess which have burst into 
the bronchus it is of value when no dense pleural 
adhesions have formed by bringing the surfaces of 
the cavity into contact and thus facilitating healing. 
I have treated two patients with lung abscess, one 
with success. In the second I could not obtain a 
satisfactory compression owing to adhesions. 


Pleural Effusions. 


Pleural effusions are frequently replaced by 
oxygen with success, especially in tuberculous cases 
and in infected effusions of low virulence. In this 
type the technique is slightly different in that two 
cannule are necessary, one low down to allow the 
fluid to escape whilst the other, for gas entry, should 
if possible be inserted anteriorly in the second or 
third interspace. Not only does the oxygen replace- 





ment diminish the tendency to reformation of the 
fluid, but by keeping the pleural surfaces apart it 
prevents formation of adhesions. 


CONCLUSIONS. 


(i.) Artificial pneumothorax is of value in the 
suitable type of case. 

(ii.) It is not a treatment, but merely an adjunct 
to treatment. Treatment for the tuber- 
culosis itself must be continued. 

(iii.) After compression the physical signs are 
suppressed and the physician must not be 
misled by this to assume that the lesion 
has healed. 

(iv.) Operation is a simple one but the difficulties 
and dangers must be remembered. 


——$—_ 


COMMMON DISORDERS OF THE SKIN.* 


By KeitH CorquHoun, M.D., Ch.B. (Melbourne), 


Honorary Dermatologist, Saint Vincent’s 
Hospital, Melbourne. 


Eczema. 


Eczema is the commonest of all skin diseases and 
may be defined as a catarrhal state characterized 
by erythema, papules, vesicles, crusts and scales in 
one or other of the stages and accompanied by sen- 
sory disturbances, chiefly itching. 

The extiology is obscure, but eczema apparently 
signifies the reaction to some external or internal 
irritant in a subject whose skin for some reason 
exhibits a definite intolerance to the particular 
irritant. 

There are two well defined groups presenting the 
above signs of inflammatory reaction, namely that 
in which we are able to discover the causative 
irritant and the other large class in which the lead- 
ing of a reasonably well ordered existence is in 
itself sufficient to cause an inflammatory breach 
in the skin. Should the patient belong to the first 
group, the determining stimulus will probably be 
elicited by a careful questioning as to his or her 
daily occupation. The parts affected are likely to 
be those most exposed, the hands and face and it 
will often tax one’s ingenuity to the utmost to 
evolve some means of affording protection. A car- 
penter, for example, may develope a sensitization to 
blackwood in middle age and he cannot change his 
occupation at this period of his life. If you can 
show him, however, that it is the blackwood which 
is guilty, he will generally manage to fight shy of it. 
A boy apprentice on the other hand would be well 
advised in these circumstances to alter his choice 
of a career. Sometimes you will find that a liberal 
smearing of the hands with benzoated lard before 
commencing work will help and I always advise 
them to.bathe thoroughly afterwards in a weak 
solution of “Sypol” or “Pacolol,” saponified coal- 
tar preparations. 





1Read at a meeting of the Ballarat Subdivision of. the 
hee Branch of the British Medical Association on March 
6, 1926. 
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When, however, you are faced with the manage- 
ment of a case of eczema in which no particular 
irritant is discoverable and the disease perhaps has 
been present since childhood, it is well to go a little 
more deeply into the possibility of some internal 
factor contributing to the susceptibility of these 
patients. In one type, for example, a chronic, 
indolent, dry eczema sometimes met with, the sodium 
chloride eliminated by the kidneys is often below 


normal; in others, frequently young children, the | 
urea excreted is in excess and these often respond | 
Again, | 
the blood coagulability time may be longer or | 
shorter than normal and in the latter cases I have | 


well to small doses of thyreoid extract. 


seen citrates benefit them considerably. I also find 


that foods containing a high proportion of sugar | 
and particularly fruit will as a rule cause an | 
exacerbation of symptoms, although a sugar toler- | 
ance test will more often than not give a normal | 
finding. The fact remains, nevertheless, that strict | 


dieting in this respect is necessary. 
Cutaneous tests with various articles of diet 


rarely yield any useful information in this disease, | 
but I believe it is worth while trying for sus- | 
ceptibility to milk and egg albumin in young | 


children. 


As regards clothing these people must always | 


wear some form of cotton next the skin; they may 
have woollen garments over the cotton if necessary 
for warmth. 


It is, however, on local treatment that we must | 


rely mainly in the management of all cases of 
eczema. I would put X rays first as the most valu- 


able single agent that we possess. X rays un- 
doubtedly have an alterative action locally where 


there is infiltration and thickening and they also | 


possess the great virtue of relieving the frequently 
almost intolerable itching. In the drying crusted 
stage, so commonly met with, a half Saboraud dose 
once every eight or ten days will help greatly. In 
this type a soothing lotion such as “Pacolol,” fol- 


lowed by Lassar’s paste mixed with an equal part | 
of olive oil is as good as anything locally; it should | 
be applied at least twice a day. If there is definite | 
and obvious infection the wnguentum hydrargyrum | 


ammoniatum, four grammes (one drachm) to thirty 
grammes (one ounce) of the Lassar’s paste and olive 
oil, is indicated. In early erythematous eczema 
ointments are not well borne. It is wise to order a 
mild dusting powder such as zinc oxide and starch 
for such, alternating the powder with frequent 
applications of lotio plumbi or lotio calamine. In 
the chronic, thickened type more stimulating treat- 
ment is necessary, such as salicylic acid in ointment 
or plaster or the oil of cade, four to eight grammes 
to thirty grammes (one to two drachms to an ounce) 


of ointment base, with X rays here again as the | 


sheet anchor. Of ultraviolet light therapy in the 
treatment of eczema I can tell you very little, but 
being definitely bactericidal it should be helpful, 
particularly in those badly infected surface lesions. 
Acne Vulgaris. 

Acne vulgaris is essentially a disease affecting 
adolescents, although it is frequently prolonged into 
early adult life. It occurs in people with oily sebor- 
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| 

| rheic skins and affects mostly the face, shoulders 
| and chest. I am afraid there is nothing but the old 
empirical treatment to rely on. Vaccine therapy I 
should say has proved a disappointment, but when 
| the lesions are small and definitely pustular an 
autogenous vaccine will sometimes help. In the 
more indurated organized type of papule vaccines 
do not seem to influence the lesions, but such are 
very much benefited by X rays, given with a due 
amount of caution. A useful lotion with which to 
rub the affected skin thoroughly, is salicylic acid 
in equal parts of rectified spirit and distilled water, 
to be used three or four times a day. There are 
dozens of remedies employed and they all aim at 
| breaking down the papule with its infected sebaceous 
material. Precipitated sulphur in ointment form is 
one of the oldest remedies and very efficacious. 
Apply at night and wash off thoroughly in the morn- 
ing and continue with the lotion three or four times 
a day. Sugar in all forms, fruit and greasy foods, 
such as fried meats, are better avoided. When the 
back, chest and shoulders are affected, cotton 
clothing should be worn next the skin. The free 
skin action induced by outdoor exercise is also 
necessary. 





Impetigo Contagiosa. 


Impetigo contagiosa is an infection of the skin 
| caused by a streptococcus or staphylococcus; it is 
| characterized by its great tendency to spread, 
| especially amongst children in schools. There 
is one form of impetigo which is of special 
| interest, the type first described by Herman 
| Lawrence. This variety is associated with large 
_ numbers of the demodew folliculorum in the lesions 
which are generally large and have a well defined 
circinate edge. Treatment of all forms is by the 
removal of crusts with a starch and boric acid 
| poultice, followed by inunction with the unguentum 
| hydrargyrum ammoniatum. Two things to 
_vemember about the ointment are: direct it to be 
| used by smearng and not rubbing and always pre- 
scribe it diluted, equal parts with yellow vaseline 
will suffice. 
Psoriasis. 

Unfortunately in the present state of our know- 
ledge we cannot bring the subjects of psoriasis into 
such a condition that they remain free from recur- 
rence. As with eczema, these people have some 
inherent susceptibility and with them I believe it is 
undoubtedly due to some internal factor, it is a 
constitutional disease whose lesions are determined 
by external influences. Occasionally thyreoid ex- 
| tract will give startling results, but the difficulty 
lies in knowing which cases to select. Arsenic is 





_a time honoured remedy, but generally must be. 


given for a considerable period in increasing doses 
and this has its attendant dangers. In psoriasis 
of the nails and palms of the hands particularly 
arsenic is undoubtedly valuable, but proceeding by 
minim increases per dose every three or four days, 
I would not advance beyond one cubic centimetre 
(fifteen minims) of Fowler’s solution, three times a 
day, even if no untoward symptoms appear. After 
this dose is reached the amount of arsenic should be 
decreased at the same rate and interval. Locally X 
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rays are valuable, provided they are used with great 
caution. Oil of cade in ointment form (four or 


eight grammes to thirty grammes of the base) - 


unguentum hydrargyrum ammomatum and salicylic 
acid are also useful. Chrysarobin in gutta percha 
paint may also be employed for small scaly spots. 
Diet does not seem to influence the condition, but 
excess of protein must be forbidden and cotton 
suits should be worn. 


Ringworm of the Scalp. 


Ringworm of the scalp is generally caused by the 
microsporon in this country and not the large spored 
tricophyton. Treatment consists in depilation by 
means of the X rays; if only a small area is affected, 
depilation may be limited to it, but if the disease 
is at all general, a total shedding of the hair is 
advisable. There is no danger of permanent bald- 
ness when the technique is properly carried out. 
It is, however, not always practicable to employ 
X rays and in this event recourse must be taken 
to inunction with one or other of the many oint- 
ments. A good plan is to rub well with a salt and 
vaseline mixture, equal parts if tolerated, or one 
part of sodium chloride to two parts of vaseline 
if the first is too severe. Do this at night and wash 
the scalp thoroughly the following morning with a 
weak solution of cyllin or “Pacolol.” Next rub in 
the unguentum hydrargyrum ammoniatum mixed 
with an equal part of vaseline and wash again in 
the evening before applying the salt ointment. Con- 
tinue the washings. and the mercurial next day and 
soon. Always insist on the wearing of muslin caps 
and warn the parents of the risk to other children. 
Lesions appearing on the skin of the face or body 
should be painted with tincture of iodine. 

Alopecia Areata. 

As contrasted with those of tinea the lesions of 
alopecia areata are smooth and white bald patches, 
not scaling as in ringworm. There are no broken 
hairs at the margins of the patches as occur in 
ringworm, but the characteristic “note of exclama- 
tion” hairs are seen when pulled out. Examination 
in liquor potasse under the microscope shows the 
spores in or around the hair shaft in ringworm and 
ringworm may be said to occur extremely rarely in 
adults. 

In the treatment of alopecia areata it is well to 
search for any possible focus of irritation, as the 
generally accepted view of the etiology of the 
disease is that it belongs in the neurotrophic group 
and is not parasitic. Apical tooth abscess and ton- 
sillar or sinus infections may contribute to the 
- loss of tone in the patchy follicular areas or even 
a small error of refraction in one or both eyes. 
Alopecia areata is commonly seen as a sequela of 
general infections, such as influenza. Locally, any 
stimulating application which will determine an 
increased supply of blood to the part, is indicated. 
Applications of carbon dioxide snow once a week 
and daily painting with weak silver nitrate generally 
answer well. If it is associated with seborrhea, 
as is often the case, order also an ointment of 
sulphur and salicylic acid to be rubbed in 
vigorously. 





Rodent Ulcer and Hyperkeratosis. 


Rodent ulcer and hyperkeratosis are frequently 
seen together and occur very commonly in fair, blue- 
eyed people, particularly those leading an outdoor 
life in the country. As regards treatment the kera- 
toses respond admirably to radium therapy. Rodent 
ulcers can be successfully treated either by radium 
or X_ rays, these basal-celled growths being 
peculiarly radio-sensitive. This, I think, should be 
the method of election. In the larger rodent ulcers 
with a considerable amount of redundant growth 
above the skin surface, a preliminary treatment by 
the dry desiccation bipolar method of diathermy 
will clear the way for the subsequent radio therapy. 
This method quickly gets rid of the overgrowth 
which is merely acting in situ as a filter between 
the rays and the deeper proliferating basal cells. If 
radium is the agent employed, it is a good plan, 
when possible, to bury needles containing the 
radium in and around the growth, particularly 
when this is showing signs of infiltrating at all 
deeply, for example, when the waxy looking edges 
on palpation convey a definite impression of hard- 
ness and fixation compared with the surrounding 
skin. In accessible parts when the ulcer can be 
freely excised, surgery of course can be resorted to; 
it is undoubtedly quicker, but if there should be 
any recurrence, I feel sure from having seen many 
of them that the after management is much more 
difficult after surgical removal. The recurring 
growth, particularly if in the surgical scar, appar- 
ently loses its former radio-sensitivity in great 
part; the scar is less pliant than that after radio 
therapy and this I think is one reason why recur- 
rence is more intractible after surgical excision. 


Syphiloderma. 

Syphilis as related to manifestations of the 
disease in the skin and subcutaneous tissues is much 
too large a subject to allow of more than a passing 
reference, but there is one form of syphiloderma 
which I should like to mention in a few words. It 
is one of the late secondary lesions, perhaps appear- 
ing as long as ten or fifteen years after the initial 
infection and is as a rule bilateral, but not neces- 
sarily symmetrical. As to the clinical picture of 
this type the lesions may appear in any situation 
in the skin, but perhaps most often on the ex- 
tremities; they are circinate in Outline, clearer in 
the centre than at the margins which, if you feel 
with the finger tips, will give the impression that 
there is considerable underlying induration. They 
are non-irritable and unaccompanied by any sensory 
effects unfortunately, since the patient as a rule is 
rather apologetic about presenting himself for this 
painless “quite comfortable blemish.” In colour 
this syphiloderm is most characteristic, but like 
all colours in skin diseases, difficult to describe. To 
say that it was dusky or purplish with a suggestion 
of brown when the lesion is pressed flat might give 
some idea of the appearance. I feel sure that many 
of these are missed from time to time, but they 
behave with consistent accuracy to the Wasser- 
mann test. Reactions were always obtained by 
the Bordet, Harrison or Kolmer methods. In women 
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particularly it is easy to fail to appreciate the true 
character of these lesions, because it is so often 
the case with them that syphilis leaves no other 
stigmata from the initial infection through a preg- 
nancy. The obstetrical history in the type of 
syphiloderma under discussion is often strikingly 
suggestive. 


Treatment is conducted according to the usual 
routine in all later stages of syphilis. At the outset 
six injections of “Novarsenobillon,” ranging from 
0-45 gramme to 0-9 gramme, are given at intervals of 
one week. After the arsenical course Hutchinson’s 
pill and ten to fifteen drops of a saturated solution 
of potassium iodide with liquorice are given 
alternately, a fortnight about. This is pursued for 
three months, at the end of which eight intra- 
muscular injections of “Muthanol’” are given at 
intervals of one week. Bismuth is undoubtedly valu- 
able in the late secondary stage of syphilis. The 
“Muthanol” injections are followed by a resumption 
of the mercury pill and potassium iodide as before 
for another three months, after which six more 
injections of “Novarsenobillon” are given. For the 
second six months the mercury pill and potassium 
iodide are given alternately and then eight more 
“Muthanol” injections. Then institute mercury and 
iodide with a rest of one month in every three for 
another year, if you are fortunate enough to have 
the patient still attending. 


It is one of the wonders of out-patient work in 
my experience how faithfully the women patients 
particularly appear regularly for their pills and 
mixture, once having been impressed with the fact 
that they have syphilis. 


With reference to making periodical Wassermann 
tests, I may say that during the first year I do not 
think one should be influenced at all by them. At 
the end of the year (and in early infections in any 
case) if the patient’s blood still reacts to the Was- 
sermann test, I would go through the same routine 
for another year. What I mean to emphasize strongly 
is that in the event of no reaction being obtained at 
the end of the sixth month, for example in the first 
year (as in the vast majority will be the case) I 
would go on with the full routine in spite of the 
fact. I do not believe that the arsenical prepara- 
tions control syphilis any more safely than mercury, 
but they and those of bismuth unquestionably dis- 
perse outward signs quickly and surely. A fre- 
quent result is that the patient is lulled into a 
dangerously false sense of security. I believe many 
patients would attend for mercury pills over a very 
long period, but that they fondly believe that they 
are cured by one short course of “Novarsenobillon.” 
I think the great usefulness of “Novarsenobillon” 
lies in its most valuable powers of quickly clearing 
lesions in the primary and acute secondary stages 
of syphilis. In these stages we cannot too rapidly 
get rid of the highly infective lesions, which while 
present are potentially capable of broadcasting the 
disease in a manner upon which one does not like 
to reflect. 








Reports of Cases. 


PANCREATIC CYST." 





By F. B. Crawrorp, M.B., Ch.B. (Melbourne), 
Ballarat, Victoria. 





A youtH, K.N., aged eighteen years, received a severe 
injury while playing in a football match on August 1, 
1925. From what I can gather he became what is 
popularly known in football language as “sandwiched.” 
He was “laid out” as a result of the accident and had 
to be carried off the field. He was suffering great pain 
and when I saw him that evening he looked collapsed 
and shocked. He complained of great pain in the left 
hypochondrium. He also said that he had vomited. He 
had always been a strong, healthy boy and both his 
father and mother were healthy. 

On examination I found that he was in considerable pain, 
he was suffering from shock, his temperature was normal 
and his pulse rapid. Physical examination revealed 
nothing except rigidity and tenderness below the left 
costal margin and in the loin. His condition remained 
unchanged until August 5, 1925, when a slight icteric 
tinge was noticed. Pain still continued and the tempera- 
ture became elevated. Repeated urinary examination 
failed to reveal any abnormality. He was seen in consul- 
tation, but nothing definite could be discovered. Between 
August 5 and August 16 he gradually became more swollen 
in the left hypochondrium. The swelling was regular 
in outline and could be defined caudally. It was dull on 
percussion and appeared to extend into the loin. Pain was 
still present. Further consultation was held with Dr. 
Champion and a provisional diagnosis of a pancreatic cyst 
or some other collection of fluid was made. The breathing 
during this period became embarrassed. 

On August 17, 1925, surgical operation was performed 
under general anesthesia. An incision was made through 
the upper part of the left rectus abdominis muscle and 
on opening the peritoneum I discovered a dark reddish 
cyst. The cyst wall was so close to the parietal peritoneum 
that I was doubtful at first whether the peritoneal cavity 
had been opened. The wound was packed to shut off the 
general peritoneal cavity and after the passage of two silk 
guides through its wall the cyst was opened. A large 
quantity of dirty, greyish black fluid was evacuated. The 
extent of the cavity was determined. It extended as far 
up as the liver and to a considerable distance to the right 
beyond the middle line; it extended into the loin and down 
to a point on a level with the umbilicus. A large drain 
was inserted into the lowest part of the sac through a 
stab wound in the loin. The cyst wall was marsupialized 
in front and another drainage tube was inserted through 
the front wound. The abdomen was closed in the usual 
way. The patient was returned to bed and put into 
Fowler’s position. 

After operation drainage was at first slow, but after 
four or five days the quantity increased. No sugar was 
found on examination of the urine. 

On November 2, 1925, a trace of sugar was found in the 
urine. He had complained of pain and discomfort, but 
these symptoms disappeared when the wound was closed 
and the discharge came away more freely. 

On November 6, 1925, the patient complained of severe 
pain in the left side of the chest and a pleural friction 
rub became audible. Four days later nearly a litre of 
fluid was aspirated from his chest. 

After this he gradually improved, though he frequently 
complained of pain when blockage of fluid escaping from 
the wound occurred. 

On November 12, 1925, he was allowed to get up and 
though he still had some pain with each successive cessa- 
tion of drainage, the wounds gradually became dry and 
recovery complete. 





1Read at a meeting of the Ballarat Subdivision of the 
Mh ae Branch of the British Medical Association on March 
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LYMPHOSARCOMA OF THE SMALL INTESTINE.’ 


By F. B. Crawrorp, M.B., Ch.B. (Melbourne), 
Ballarat, Victoria. 


TuE patient, a boy, aged eight years, was brought to me 
by his aunt on December 8, 1925. She said that as far as 
she knew the boy had been quite well until two days 
previously when he complained of pain in the lower part 
of the abdomen. The pain became easier later on in the 
day and on the following day after returning from school 
he seemed very tired and worn out and again complained 
of pain. When I saw him, he did not seem very ill, his 
temperature was normal, his pulse rate 132 and his 
respiratory rate 24 in the minute. His aunt said that he 
complained of a lump in the lower part of the abdomen 
and that he had pain on passing urine. He had not 
vomited and his bowels had acted regularly. 

I made an examination and found a rounded mass some- 
what irregular in outline in the middle line in the abdomen 
just above the pubes. The mass appeared to be fixed and 
as I was in doubt about the possible distension of his 
bladder, I passed a catheter; the mass remained. I then 
sent him to hospital. Inquiry into his past history revealed 
the fact that he had suffered from marasmus in infancy. 
His father had died two years previously at forty-six years 
of age from cerebral hemorrhage. His mother suffered 
from exophthalmic goitre and had undergone one 
operation. 

At operation an incision was made through the lower 
part of the right rectus abdominis muscle. <A _ freely 
movable tumour was discovered. On delivery it was found 
to be intimately connected with a loop of small intestine. 
The mass was rather friable and bled easily. The mesen- 
teric glands were found to be enlarged. Resection of the 
bowel wide of the growth was performed and the resected 
tissue included the gland bearing area. An end to end 
anastomosis was performed, the gut was returned and 
the abdomen was closed. 


The condition after operation was moderately good, 
saline solution was ordered to be given by the rectum 
together with stimulants. A moderate amount of vomiting 
and distension occurred, but after several enemata had 
been given his bowels acted well on the fifth day. Recovery 
was uneventful and he was discharged on January 2, 
1926, apparently quite well. 

On January 6, 1926, he was readmitted suffering from 
persistent abdominal pain and vomiting. 
consisted of bile-stained fluid with no fecal odour. The 
pain was spasmodic and the bowels had acted within the 
previous twenty-four hours. On examination the abdomen 
was found to be distended and tympanitic. But the dis- 
tension was not excessive, no mass and no enlarged glands 
could be detected. 

On January 7, 1926, after several enemata had been given 
with poor result, vomiting persisted. A distended coil of 
bowel could be detected to the left of the umbilicus. 


In my absence Dr. W. Sloss opened the abdomen by an 
incision through the left rectus abdominis muscle. A 
knuckle ot small bowel was found to be adherent to the 
mesentery and to be producing partial obstruction. This 
was freed and the peritoneal coat was repaired. The 
site of the anastomosis from the previous operation was 
quite healed and healthy and no sign of any recurrence of 
the growth could be found. The boy made an uneventful 
recovery and was discharged on January 21, 1926. 

The specimen removed at the first operation was 
examined by Dr. R. J. Bull, of the University of Melbourne. 
He said that the microscopical appearances were somewhat 
indefinite, but were suggestive of lymphosarcomatous 
tissue. The gland forwarded with the specimen did not 
Manifest any abnormality, it was normal in appearance 
and contained lymphoid follicles which were absent from 
the mass of the tumour. One portion of the latter con- 
tained a great deal of inflammatory reaction. Both gland 


The vomitus. 


and tumour tissue were surrounded by a definite fibrosed 
capsule. In Dr. Bull’s opinion there was no evidence of 
Hodgkin’s disease. He thought that the condition was 
likely to be a lymphosarcoma and he suggested that deep 
X ray therapy might be helpful in preventing recurrence. 





ENCEPHALITIS LETHARGICA.* 


By W. R. GrirritHs, M.B., B.S. (Melbourne), 
Medical Superintendent, Ballarat Hospital, Victoria. 


A MALE patient, aged eleven years, was admitted to hos- 
pital on August 27, 1925, complaining of severe headache 
and sleepiness for the previous three days. The onset 
of the illness had been comparatively sudden. The head- 
ache was very severe and the patient drowsy. -It had 
gradually become more difficult to rouse him. On the third 
day vomiting commenced. No other symptoms were 
present. 

He suffered from scarlet fever at two years of age, from 
measles at six and his left ear had discharged for many 
years. The family history was unimportant. 

_On examination at the time of admission the patient 
was a very ill looking boy with a purpuric rash over the 
body, arms and legs. It was difficult to rouse him. The 
pupils were equal and reacted normally to light and 
accommodation. The eye movements were normal. ‘ 


The tongue was coated with white fur. The throat 
was clear. Enlarged tonsillar glands were present on the 
left side. Definite neck rigidity was noted. 

The pulse was regular, its rate was 72 and its volume 
moderately good. The temperature was 38-3° C. (101° F.). 
A slight amount of discharge was coming from the left 
ear. No tenderness could be elicited over the mastoid. 

Nothing abnormal was detected in the heart and the 
lungs were normal. 

On examination of the central nervous system no pupil- 
lary signs were found, the eye muscles were normal. No 
motor loss was noted. 

The reflexes generally were diminished, but equal on 
both sides. The plantar reflexes were flexor in type. 


Sensory changes could not be demonstrated on account 
of drowsiness. Kernig’s sign was present on both sides. 

Lumbar puncture revealed clear fluid under slightly 
increased pressure. 

On the next day the patient’s condition had improved. 
There was no further vomiting and the headache was less 
severe. The patient was very sleepy with occasional 
attacks of irritability. The rash had faded. 

On August 31, 1925, three days later, the temperature 
was higher and the headache severe. The leucocyte count 
was 20,000 cells per cubic millimetre. 

On September 3, 1925, the patient had developed paralysis 
of the right external rectus muscle. The knee jerks and 
ankle jerks were absent on both sides.. Lumbar puncture 
was again performed and clear amber coloured fluid under 
slightly increased pressure was withdrawn. 

On September 4, 1925, the temperature was normal and 
the patient much improved. On examination of the fundi 
oculi the discs were seen to be hazy with venous congestion. 
No definite optic neuritis was found. There was con- 
vergent strabismus with occasional diplopia and decided 
weakness of both external recti, giving paresis of 
associated lateral movements of eyes. : 

All the deep reflexes were absent. The plantar reflexes 
could not be elicited. No motor loss was present. Kernig’s 
sign was present again. There was slight neck rigidity. 

On September 6, 1925, the general condition was much 
improved. The patient could answer questions slowly. 
The biceps, triceps and knee jerks were absent on 
both sides, there was slight return of the left ankle jerk. 
The temperature was normal. 
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On September 18, 1925, the left optic disc had very 
blurred edges, the vessels being tortuous and full. The 
edges of the right disc were invisible, the vessels dis- 
appearing in cdema at the disc margin. No hemorrhages 
were seen. The maculz were normal. The condition was 
more a papiledema than a neuritis. Both sixth nerves 
were affected and the fourth to a lesser degree. The 
general condition was worse, the temperature swinging to 
39-4° C. (103° F.). 

On September 20, .1925, lumbar puncture yielded cob- 
webby fiuid which contained many leucocytes and no 
organisms on culture or in a film. 

On October 2, 1925, the edges of the discs were clearing, 
but were still blurred. Convergent squint was more 
pronounced than before, especially on the right side. The 
fourth nerve was still affected. The general condition 
was much improved. The temperature was normal and the 
patient was much less sleepy. 

On October 16, 1925, the general condition was good. The 
reflexes were all present in slight degree. 


On March 4, 1926, the muscles and fundi of both eyes 
were normal. 
The patient is now very well. 





Beviews. 


HYGIENE IN VERSE FOR CHILDREN. 





THE author of “Hygiene Jingles” has struck a new note 
in public health This is a most appropriate opening 
remark for a review of jingles and is true in more senses 
than one. A Commissioner of Public Health is usually 
looked upon as a grave and reverend seigneur, who has 
no eye beyond statutes and regulations; here is one, in his 
moments of leisure, throwing off rhymes and jingles on 
the subject of his daily work. Our State Health Depart- 
ments are frequently accused of resting content with the 
methods of the past; here is the Head of such a department 
looking for future progress to the child of today, “who is 
the parent, the citizen and perhaps the teacher and legis- 
lator of tomorrow and hoping that as children learn 
these rhymes and practise their precepts, reform will 
come naturally,” And who shall say that he is wrong? 


Such a production as this is bound to meet with a mixed 
reception. Innovators invite invidious comparisons. The 
purist will criticize the poetical style, but the author fore- 
stalls and disarms such criticism by truly remarking in 
his preface: “Try to write, in verse, elegantly of a rubbish 
bin, tragically of a mosquito, feelingly of a fly or sympa- 
thetically of ‘our inside’ and see how really difficult it 
is.” Most of us find such writing really difficult even in the 
ordinary prose medium. As for verse, who can forget 
Artemus Ward’s picture of the agricultural editor’s efforts 
to write obituary notices in verse. As one reads these 
health jingles, one cannot but admire the way in which 
the author has surmounted his difficulties. 


After reading the above quotation from the preface the 
unthinking reader will ask: “Why then, make the attempt.” 
The author’s reply to this would be that the lessons are 
intended primarily for the child mind and that the metre 
and rhyme divert the child and make the truths cling 
to his memory to be expressed later in action. The 
orthodox official mind will probably scoff at the 
attempt, but medical officers whose work lies with children, 
have after reading the little book testified to its value 
for children, which suggests that the author has achieved 
his object of “filling a gap in the education of the young 
and using their instruction in the elements of rhyme and 
metric to memorize rudimentary principles of hygiene 
and sanitation.” 

For the rest, the practical teaching in these “Hygiene 
Jingles” is thoroughly sound and up to date. No more 





1“Hygiene Jingles,” by R. C. Everitt Atkinson, M.A., M.D., 
D.P.H.; 1924. Adelaide: Hospital Electrical and Radium, 
Limited. Crown 8vo., pp. 48. 











emphatic way could be imagined of impressing the child 
with the dangers that arise from flies and mosquitoes 
and from lack of cleanliness. The lines entitled “Never” 
could with advantage be placed in every class room and 
in the two introductory poems and the concluding lines 
entitled “The Truth” the author has shown that behing 
his jingles lie ideals of reverence and truth, with a 
capacity for conveying these ideals to the child. 

This little collection of verses can be heartily commended 
both for its facts and its wisdom to all who have to do 
with children and desire to promote their health. 





ALCOHOL IN MEDICAL PRACTICE. 





Dr. WEEKEs has written a book in order to emphasize the 
opinion that the belief in the stimulating properties of 
alcohol on the heart, respiration and on the vital activities 
in general is largely based on a delusion.* He further 
contends that the medical profession is recognizing the 
futility of employing alcohol as a stimulant and that 
therefore its use in private and hospital medical practice 
is gradually diminishing. 

He quotes a number of authorities in support of his 
views. Alcohol instead of being a stimulant is said to be 
essentially a narcotic of a mild kind and its action on the 
nervous system depends on its power of deadening the 
higher centres. The value of alcohol as a food and as 
a therapeutic agent in circulatory diseases, pneumonia, 
gastric disorders, diabetes and so forth is considered. The 
author arrives at an unfavourable estimate. 


As to its use in infective diseases and other conditions as 
a temporary measure, attention is drawn to the triple action 
of alcohol. There is the depression of cardiac power which 
follows initial action; repeatedly administered, it induces 
myocardial degeneration; it impairs resistance to infection. 

Dr. Weekes has collected a large amount of information 
from the authorities of medical institutions both within 
and outside the Empire to show the diminution in the 
therapeutic use of alcohol. Thus in the Rudolph Virchow 
Krankenhaus in Berlin in 1900 139,618 litres of beer were 
used as diet and 5,953 litres of wine and 280 litres of cognac 
therapeutically. In 1923 no alcohol was used in the 
hospital. 

In. Japanese hospitals it is said that the‘only use made 
of alcohol is for injection in cases of trigeminal neuralgia. 

A summary of the consumption of twenty-one Austra- 
lasian hospitals shows that in 1900 the cost per patient 
for alcohol was 11:9 pence and in 1923 6-3 pence in spite 
of the fact that the price of alcohol had increased to a 
considerable extent. 

The figures obtained by Dr. Weekes point to a considerable 
variation in hospitals as to the amount of alcohol con- 
sumed. He regards these divergencies as showing that 
the use of alcohol is based more or less on empirical 
personal grounds than on a deliberate consideration of 
definite scicentific principles. He believes that in the vast 
majority of cases. alcohol can be replaced by other more 
reliable drugs, which are not likely to lead to the formation 
of habit and consequent abuse. 

In view of the very many authoritative opinions as to 
alcohol being a narcotic and depressant rather than 4 
stimulant, there can be little reason for its routine use 
as a stimulant by medical men. When used in emergencies 
careful consideration should always be given by the prac- 
titioner to the possibility of the acquirement of a habit by 
the patient. 

There is one point which should be borne in mind in 
medical practice. There is considerable evidence to prove 
that the sudden deprivation of alcohol in one accustomed 
to its immoderate use may precipitate an attack of 
delirium tremens as in a case of pneumonia or severe 
trauma. The gradual diminution of alcohol to such 4 
patient is therefore desirable. 





2“Alcohol in Medical Practice, with a Chapter on the 
Evolution of Medical Opinion,” by Courtenay C. Weekes, 
M.R.C.S., L.R.C.P.; 1925. London: H. K. Lewis and Company, 
Limited. Crown 8vo., pp. 196. Price: 3s. 6d. net. 
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Medical Registration. 


MEDICAL REGISTRATION was introduced many years 
ago in the United Kingdom as a measure for the 
protection of the public. 
may distinguish between a medical practitioner who 
has been trained in a prescribed manner in one of 
the recognized medical schools and has given 


evidence at examinations that he is competent to | 


diagnose diseases and to treat patients, from a 
person who has not undergone a course of study 
and passed the necessary examinations, the legis- 
lature has placed the duty of controlling medical 
registration in the hands of a body called the 
General Council of Medical Education. This bedy 
is usually known as the General Medical Council. 
Its functions are threefold. In the first place it 
prescribes the course of study and the standard 
of examination for all bodies that grant degrees or 
diplomas which entitle their holders to be registered. 
In the next place it is responsible for the keeping 
of the medical register. In the third place it acts 
as a professional disciplinary court and under well 
defined conditions can remove a name from the 
register. 

Prior to 1915 the Medical Acts in Australia were 
highly unsatisfactory both as protective measures 
for the public and as enactments to facilitate the 
work of medical practitioners. The medical profes- 
sion realized at that time that lack of uniformity 
was a scrious defect and that it was eminently 
desirable to uphold the standard of competence of 
the profession by accepting the course prescribed 
by the General Medical Council. It was further 
necessary to demand a restriction based on equity, 
known as the “reciprocity clause.” 
cannot claim the right to practise medicine in a 


If a person 


foreign country in virtue of an Australian degree, a 
graduate of a university in the same foreign country 
Must not be given the right to practise in 
Australia. The Federal Committee considered the 
Whole question of medical registration in the early 
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days and formed the opinion that for many reasons 
one act for the whole Commonwealth would be 
preferable. Since this necessitated an alteration 
of the Constitution, the Federal Committee came 
to the conclusion that it would be wise to demand 
that the provisions of the acts in the six States 
should be uniform. In 1915 the Medical Act in 
New South Wales was amended and the provisions 
proved acceptable to the medical profession in that 
State. 
amended, but the new: measure was not as satis- 
factory as that of New South Wales. 
Australia, and South Australia followed suit. In 
Tasmania an utterly un-British Act was passed 
through Parliament by an exasperated Ministry in 
Quite recently a good Act has been 


Shortly after the Victorian Act was 


Western 


a fit of temper. 
introduced in Queensland. But while the conditions, 
save in Tasmania, are greatly improved at the 
present time, there is still a lack of uniformity, 
even in regard to the persons who are entitled to 
be registered. 

The disadvantages of the retention of six inde- 
pendent Medical Acts in the six States of Australia 
have been pointed out many times in these columns. 
It is obvious that it is not in the public interest 
to permit a graduate of a foreign university to be 
entitled to registration in one State, while the same 
degree is not recognized for this purpose in other 
States. 
being successful if the machinery created under the 
Medical Acts differ in the several States. Moreover, 
it is unnecessarily irksome and inconvenient to 


It must increase the risk of impersonation 


require a medical practitioner to seek registration 
anew when he passes from one State to another. 
While each State has its own Medical Board and 
but three States have Medical Schools, it is impos- 
sible to make provision in the Acts for the prescrip- 
tion of the standard of the medical course and 
It is true that the General Medical 
Council has the right to require the Australian 


examinations. 


universities to adopt certain principles in the cur- 
riculum, because the Australian universities demand 
that their degrees shall be recognized for registra- 
tion purposes in the United Kingdom. No diffi- 
culty, however, would be experienced if there were 
one Medical Board for Australia and if this 
Medical Board were empowered to prescribe mini- 
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mum requirements in so far as medical study is 
concerned. In the last place the fact that in only 
two States have the Medical Boards disciplinary 
powers is a serious defect. If there were one 
Medical Board endowed with these powers, inquiries 
into alleged professional misconduct would be more 
effective. It is obviously fairer to the defendant 
and of greater value to the public if the body holding 
the inquiries is not composed of medical prac- 
titioners residing in the same State as the defendant. 

The Royal Commission on Health has recom- 
mended that the Commonwealth should take steps 
to effect a transfer of the powers in connexion with 
medical registrations from the States. The Com- 


monwealth Government should be urged to refer 
this matter to the next conference of Premiers. 
If it does so, it can be assured of the whole- 
hearted support of the medical profession. 


<i 
me 


Current Comment. 





TETANY. 


Ir the parathyreoid glands of an animal are 
completely removed a series of involuntary con- 
tractions of the muscles of the body occur, these 
contractions become more violent, general convul- 
sions supervene and death results. The contractions 
produced in the animal are very similar to the con- 
dition known as tetany which occurs frequently in 
young children and also occasionally in adults. The 
fact that experimental tetany was relieved by the 
administration of calcium led to the view that the 
parathyreoid glands are concerned in the regulation 
of calcium metabolism. This has not been generally 
accepted for no constant increase in the excretion 
of calcium or reduction of calcium in the blood or 
tissues has been found. At the same time it will 
easily be understood that it has been held by many 
that a disturbance of the calcium metabolism is the 
underlying factor in the production of tetany. 
Paton found that subcutaneous or intravenous 
injection of guanidine or methylguanidine gives rise 
to symptoms of tetany and Robertson, in discussing 
the fibrillary twitchings of muscular tissue followed 
by paralysis of myo-neural junctions which are 
caused by guanidine, draws attention to the fact 
that Fiihner in 1906 showed that the action of 
guanidine is antagonized by calcium salts. He 
expresses the opinion that the origin of parathyreoid 
tetany resides in a disturbance of nitrogenous 
metabolism and especially in the metabolism of the 
guanidine derivatives. In this way he accounts for 
the aggravation of symptoms which accompany the 
administration of a high meat diet. Parathyreoid- 
ectomy is followed by an alkalosis and this suggests 
to Robertson that the products of metabolism 





removed or elaborated by the parathyreoids are 
strongly basie substances such as might be deriy- 
able from the decomposition of diamino acids. He 
also refers to the work of Uhlenhuth in the induction 
of tetany in amphibian larve which do not possess 
parathyreoid glands, by the administration of 
thymus tissue. Uhlenhuth thought that the 
function of the parathyreoids is to act en substances 
produced by the thymus gland by removing them 
or rendering them nonactive. The thymus is 
unusually rich in thymus nucleic acid and this 
yields guanine among its decomposition products. 
Guanine on oxidation yields guanidine along with 
other products and Robertson thinks that the tetany 
observed by Uhlenhuth may have had a dietary 
rather than a specific glandular origin. 

The pathogenesis of tetany may be approached 
from another point of view. The hydrogen ion 
concentration of the blood varies normally between 
pH 75 and pH 7:3. It is well to point out that 
when the pH value of a fluid at 22° C. is 7, the 
solution is neutral, when the pH value is less than 7 
the solution is acid and when the pH value is more 
than 7, in other words when the hydrogen ion con- 
centration falls, the solution is alkaline. When the 
pH value of the blood falls below 7, that is when 
the hydrogen ion concentration rises, death from 
coma occurs. When the pH value rises above 7:8 
signs of tetany appear and with a pH value just 
above this point death results. 

The causation of tetany has recently been dis- 
cussed by Dr. J. Argyll Campbell.t Dr. Campbell 
points out that it is difficult to define tetany. It 
includes hyperexcitability of the neuro-myone and 
all degrees of tremor up to typical convulsions. It 
is often difficult to say where tetany ends and con- 
vulsions begin. He points out that of the 
hypotheses advanced to explain the causation of 
tetany the three most favoured are (i.) a calcium 
deficiency view, (ii.) an alkalosis and (iii.) 
guanidine intoxication. He does not discuss these 
at all, but gives a résumé of his researches on the 
subject in the hope that attention will be drawn to 
the oxygen deficiency hypothesis of Morris. Morris 
found that there was hyperexcitability of the neuro- 
myone in anoxemia produced in various ways, 
namely by asphyxia, decrease of temperature, 
anemia, alcohol and histamine. 

Dr. Campbell has investigated the effect of the 
production of experimental tetany on the oxygen 
tension in the tissues. In order to do this he 
injected a few hundred cubic centimetres of gas, 
usually nitrogen, under the skin and into the 
abdominal cavity of an animal and left it there 
until the carbon dioxide and oxygen tensions in the 
gas came into equilibrium with the tension of these 
gases in the surrounding tissue. This usually 
occurred in a few days, the delay being due to a 
temporary hyperemia produced by the gas. The 
gas was absorbed very slowly and it was found 
that the normal carbon dioxide tension in these 
situations was about forty-five to fifty millimetres 
of mercury. The oxygen tension was about twenty 





1The Lancet, January 9, 1926. 
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to thirty millimetres of mercury under the skin and 
about thirty to forty millimetres of mercury in the 
abdominal cavity of rabbits and cats. Dr. Campbell 
points out that the presence of the gas cannot be 
regarded as a normal condition, but he could find 
no evidence that its presence in any way affected 
the results. It did not matter what gas or mixture 
of gases, oxygen, nitrogen and carbon dioxide, was 
injected ; the final tension in a few days was always 
of the same level for each animal. Having deter- 
mined the tissue tension for an animal he produced 
tetany and convulsions and drew off samples of 
gas at intervals to study the changes in oxygen 
tension. He drew no sharp distinction between 
tetany and convulsions, because, as he points out, 
it is impossible to separate them. For the produc- 
tion of tetany he used intravenous injections of 
guanidine, sodium salts, “Insulin,” water, ammo- 
nium salts, cyanides, strychnine, inspiration of 
oxygen at low tension and parathyreoidectomy. 
Tetany was induced gradually and it was possible 
to demonstrate in most instances a definite fall of 
oxygen tension in the tissues before the onset of 
convulsions. Excessive hyperpnea which is a well- 
known cause of tetany, alcohol which occasionally 
causes tetany, and histamine which brings about 
increased excitability of the neuro-myone, also pro- 
duced lowering of the oxygen tension. In only three 
instances was this fall of tension absent. These 
were after the administration of cyanide, after 


strychnine and after parathyreoidectomy. Dr. - 


Campbell points out that these are three important 
causes of tetany and convulsions. He endeavours 
to explain the absence in these cases of a fall in 
oxygen tension. In cyanide poisoning the cell 
behaves as if it were in an atmosphere of nitrogen, 
although oxygen is present. In other words cyanide 
poisoning interferes not with the oxygen supply or 
oxygen tension outside the cell, but with the intra- 
cellular oxidation processes. There is no direct 
proof that this is the case with either strychnine 
or parathyreoidectomy. There is, however, evidence 
that strychnine convulsions are modified consider- 
ably by oxygen administration, the minimal dose 
being greater when oxygen is administered. Dr. 
Campbell points out that the failure to obtain a 
fall m oxygen tension of the tissue after para- 
thyreoidectomy is the weak point in the argument. 
He thinks that it is probable that there is some 
similar interference with intracellular oxidation pro- 
cesses such as that described by him in connexion 
with cyanide. Alkalosis following parathyreoidec- 
tomy is regarded as a cause of tetany and it is 
interesting to note that when Dr. Campbell pro- 
duced an alkalosis by the injection of alkalis he 
induced lowering of the oxygen tension in the 
tissues. 

Dr. Campbell records what he regards as further 
evidence in favour of the oxygen deficiency 
hypothesis. He found that when the actual 
tremors and convulsions occurred the oxygen 
tension in the tissues was definitely improved on 
an average to a level 25% above normal. He 
regards the purpose of the muscular contraction as 
being an increase of the oxygen tension of the 





tissues. When tremors and convulsions occurred 
after the administration of cyanide, strychnine and 
parathyreoidectomy, the oxygen tension was raised 
in every instance. He concludes that tissue acidosis 
is the chief cause of the rise of oxygen tension 
following the rise of muscular contraction, the 
increase of acidity accelerating the liberation of 
oxygen from hemoglobin. He also thinks it possible 
that the increase in acidity relieves the nerve cell 
in. some way in its internal oxidation processes. 
In support of this he refers to the fact that ammo- 
nium chloride and calcium chloride are of value in 
the alleviation of tetany. 
pi Ad, Oia’ POR eae 


INTRAPERITONEAL TRANSFUSION OF BLOOD 
IN CHILDREN. 


In June, 1923, Dr. Margaret Harper published in 
this journal a paper in which she discussed the 
intraperitoneal injection of saline solution in the 
treatment of gastro-enteritis in children. She 
reported success which had been obtained with the 
method at the Royal Alexandra Hospital for 
Children, Sydney, and referred particularly to one 
case in which one hundred and seventy cubic centi- 
metres of saline solution were given two hours 
before death. At autopsy in this instance only 
thirty cubic centimetres of the fluid were recovered. 
At the end of her paper Dr. Harper referred to a 
communication by Siperstein who claimed that 
fresh citrated blood injected intraperitoneally acted 
as a true infusion and not as an injection of nutrient 
material Siperstein claimed that intraperitoneal 
transfusion of blood constituted a meritorious pro- 
cedure except in cases of emergency when it was 
necessary for blood to be introduced directly into 
the circulation. 

This question has again been discussed by Dr. 
O. W. Hill, Dr. J. T. Smith and Dr. W. R. Cross. 
They state that in view of the element of danger 
connected with the use of the superior longitudinal 
sinus and “the complicated technique” requiring 
typing and so forth it is important to find a rational 
and safe substitute for intravenous injections. They 
point out that it was von Recklinghausen who first 
suggested that absorption from the peritoneal cavity 
takes place by way of the lymphatics of the 
diaphragmatic area and that Notkin confirmed this 
observation. They report a series of sixteen cases 
in which this treatment was adopted. In eight 
instances death resulted. Blood alone was used as 
an intraperitoneal injection in only one case in 
which recovery occurred. In the remainder saline 
solution was given in addition. Apparently no typ- 
ing of the blood was undertaken. It is by no means 
clear that recovery would not have occurred if the 
saline solution had been used alone. No blood 
counts made before and after the treatment are 
recorded. They recognize that the series is a small 
one and that definite conclusions cannot be drawn. 
Fuller observation may prove the truth of their 
“impression” that the method is a valuable thera- 
peutic adjunct in certain cases. 





1 Archives of Pediatrics, March, 1926. 
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Qbstracts from Current 
Wedical Literature. 


GYNASCOLOGY AND OBSTETRICS. 





The Toxzemias and Blood Changes 
During and After Pregnancy. 


J. E. R. McDonacH (Journal of 
Obstetrics and Gynecology of the 
British Empire, Autumn Number, 
1925) publishes his views on the 
changes in the blood in pregnancy and 
other conditions and their treatment. 
He holds that the toxemias of preg- 
nancy and of the puerperium are due 
to the physical changes undergone by 
the protein particles in the plasma. 
The protein particles are subjected to 
dehydration. When the physical 
changes are simple, some of the pro- 
tein particles merely part with their 
adsorbed elements (electricity, salts, 
sugar, amino-nitrogen and fats) and 
go into true solution. But when the 
changes are complex the protein par- 
ticles either increase in number so as 
to cause gelation or else they increase 
in size, agglutinate and become pre- 
cipitated. Gelation in pregnancy is 
the cause of hyperemesis gravidarum 
and in the puerperium of venous 
thrombosis. Gelato-hydration or pre- 
cipitation is the cause of eclampsia in 
pregnancy and in the puerperium of 
the various sorts of cerebral dis- 
orientation. Continued dehydration 
such as may result from multiple preg- 
nancies, is a cause of climacteric ar- 
thritis and hyperpiesia. Gelation may 
be counteracted by conduction or by 
hydration. He recommends “Sup. 36” 
(a convenient abbreviation for the 
symmetrical urea of para-benzoyl-para- 
amino-benzoyl-amino - naphthol-3-6-sod- 
ium sulphonate) as the best conductor 
at present in use and “Insulin” as the 
best hydrator. Precipitated particles 
need to be broken up and when this 
is achieved, they circulate again. The 
drugs best able to break up gelato- 
hydrated particles are colloid iodine, 
glucose, sodium thio-sulphate and 
oxygen. The mesenchymatous changes 
resulting from long continued de- 
hydration are overcome best by 
organic preparations of sulphur, such 
as thiol-histamine, contramine and 
“Insulin.” ‘The changes which the 
protein particles in the plasma under- 
go in pregnancy and the puerperium 
are not specific. They may be en- 
countered in infections and in other 
intoxications. Anesthetics may pro- 
duce identical changes and the changes 
responsible for eclampsia are the same 
as those causing uremia and diabetic 
coma. 


Ovarian Grafting. 


W. Bram Bett (Surgery, Gyneco- 
logy and Obstetrics, December, 1925) 
reports a series of two hundred cases 
of ovarian auto-transplantation. Of 
his patients 91% were suffering from 
gonorrheal salpingitis. The ovarian 
tissue is removed and cut up finely on 
a rubber pad and planted in the sub- 
stance of the rectus abdominis muscle. 








Of the series of one hundred and 
eighty-seven cases of which there are 
records, sixty-nine are excluded on 
account of failure, for various reasons, 
to follow the patients. Menstruation 
occurred in 66% of one hundred and 
eighteen whose histories are analysed. 
No menstruation and no menopausal 
symptoms occurred in 20% and meno- 
pausal symptoms in 14%. Functional 
results totalled 83%, that is the symp- 
toms of the menopause were abolished 
for some months or years. 


Delivery of the Head in Breech 
Presentations. 


E. Uncer (Wiener Medizinische 
Wochenschrift, December 26, 1925) 
after summarizing the usual methods 
of dealing with the after coming head 
in breech presentations describes a 
method of his own which he has found 
to be useful. He places one finger in 
the mouth, as is done in the Smellie 
method and flexes the head. The 
other hand is then passed along the 
child’s back and into the uterus until 
it reaches the head. It can then assist 
in maintaining flexion and is also of 
considerable help in pushing the head 
downwards through the pelvis. He 
considers that this direct pressure on 
the head is much more effective than 
any suprapubic abdominal manipula- 
tions. 


Early Puerperal Retroversion. 


Victor Lack (The Lamcet, March 
20, 1926) investigated a series of one 
hundred and twenty-two consecutive 
women in the puerperium. The 
patients were out of bed on the tenth 
day and were examined on the four- 
teenth day. In the series eight uteri 
were found retroverted. It was re- 
placed bimanually where possible, the 
patient was turned on her face and 
left lying in that position for two 
hours. The next day she was re- 
examined and if the displacement had 
recurred, a ring pessary was inserted 
after the uterus had been placed in 
the anterior position. All patients in 
whom any abnormality was noted, 
were reexamined a month later. In 
four cases the anteversion was easily 
performed at the first attempt and 
did not recur during the first six 
weeks of the puerperium. One patient 
was similar, except that she was not 
examined till the twenty-first day of 
the puerperium on account of a peri- 
neal laceration. In two others retro- 
version recurred at the end of one 
month. The uterus was replaced and 
a ring pessary was inserted. The 
uterus then remained in position. In 
one case all attempts at anteversion 
failed. Referring to the literature the 
author points out that Whitridge 
Williams states that retroversion is 
rarely observed before the third week. 
He gives the total incidence at 20% 
to 25%. Lynch in his exhaustive 
article states that 41% of all patients 
suffered from retroversion of the 
uterus at some time during the twelve 
months following labour, in 28% of 
this number the condition was present 
one month after labour and in the 


| remaining 72% the condition was dis- 








covered for the first time at some later 
date. The author concludes that retro. 
version of the uterus occurs during 
the first three weeks of the puer. 
perium in from 5% to 10% of all cases, 
The incidence of this condition has no 
relation to the parity of the patient, 
type of labour or abnormalities of the 
puerperium. The displacement can be 
easily corrected in most cases by the 
simple routine described. 


Uterine Hzemorrhage. 


B. AscHNER (Wiener Medizinische 
Wochenschrift, February 6, 1926) ex- 
cluding hemorrhage due to pregnancy 
and new growths, confines his remarks 
to hemorrhage associated with uterine 
fibroids and the so-called essential 
uterine hemorrhage. He maintains 
that any radical operation, whether 
the ovaries be preserved or not or 
the use of X rays and radium is fol- 
lowed in a majority of instances by 
definite nervous and vasomotor symp- 
toms. Operations, therefore, should 
be as conservative as possible so that 
the menstrual cycle is undisturbed. 
For hemorrhage due to myomata he 
prefers myomectomy or for large 
tumours resection of the uterus with 
careful hemostasis and suture of the 
walls. By these means he has been 
able to remove tumours as large as 
a man’s head. Conservative methods 
should also be given a thorough trial 
in all cases of hemorrhage at puberty 
and the menopause when no lesion 
can be discovered. A large number of 
these are due to gastric ptosis asso- 
ciated with constipation, whilst others 
follow a generalized plethora and are 
relieved by venesection. Some are 
due to unrecognized cardiac lesions 
and finally a large group is composed 
of cases of autointoxication or of 
internal secretory disturbances, espe- 
cially of the thyreoid gland. These 
forms of hemorrhage are due mainly 
therefore to extragenital sources of 
infection and a vigilant search for the 
true cause will obviate many an 
operation or recourse to radio-therapy. 


Inversion of the Uterus. 


Louis E. PHANEUF (American Jour- 
nal of Obstetrics and Gynecology, Feb- 
ruary, 1926) discusses inversion of the 
uterus with special reference to a 
case and to the literature. He con- 
cludes that puerperal inversion of the 
uterus is a very rare condition. The 
predisposing causes are inertia of the 
uterus, pressure from above and trac- 
tion on the cord from below. Shock is 
the leading symptom and when this 
occurs after the third stage of labour, 
uterine inversion should always be 
borne in mind. In acute cases the 
uterus should be reinverted, manually 
when possible, as soon as the condition 
is discovered. In cases where this is 
not possible, laparotomy and reposition 
by taxis seem to give the best result. 
Chronic inversion is well treated by 
the vaginal method; anterior colpo- 
hysterotomy (Spinelli’s operation) 
when the uterus can be saved, vaginal 
hysterectomy when it cannot. Shock 
should be combated by blood trans 
fusion before operation is attempted. 
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NEUROLOGY. 


Hepato-Lenticular Degeneration. 


STANLEY BARNES AND E. WESTON 
Hurst (Brain, September, 1925) point 
out that in 1912 S. A. K. Wilson first 
described under the title “Progressive 
Lenticular Degeneration” a series of 
cases of extrapyramidal diseases in 
which cirrhosis of the liver was asso- 
ciated with gross damage of the 
lenticular nuclei, while athetoid move- 
ments, rigidity and tremor were the 
dominant clinical signs. Since that 
date confusion has arisen from the 
description by others of cases of so 
called pseudo-sclerosis and _ torsion 
spasm in which the general findings 
have resembled, but have not fully 
harmonized with the Wilson picture. 
Barnes and Weston in the hope of 
removing some of this confusion give 
a report in detail of four cases, per- 
taining to this category and occurring 
in one family, the report includes 
the post mortem findings in two of the 
eases. Their conclusions are as 
follow. Wilson’s “progressive lenti- 
cular degeneration,” Gower’s “tetanoid 
chorea,” certain cases of “pseudo- 
sclerosis” and Thomalla’s “torsion 
spasm” should be grouped together as 
forms of “hepato-lenticular degenera- 
tion.” The nervous symptoms of this 
disease never occur until the liver 
has been grossly damaged. The liver 
disease is primary both in time and 
in importance and is an essential 
physical foundation. The hepatic 
cirrhosis seen post mortem is an end 
result of a series of attacks of acute 
hepatitis. The toxin causing the 
hepatitis is not manganese. It probably 
has a bacterial origin in the aili- 
mentary canal. The variation in 
clinical nervous symptoms depends 
partly upon which regions of the 
lenticular nuclei are mainly damaged 
and partly upon the degree to which 
damage is done to other nervous 
structures. 


The Malarial Treatment of Diseases 
of the Nervous System. 


WAGNER-JAUREGG (Wiener Medizi- 
nische Wochenschrift, January 16,1926) 
recounts his experiences with tuber- 
culin injections for general paralysis. 
The results while not good, were not 
permanent and the method did not 
attract much attention. In 1917 he 
began using blood from malarial 


patients and up to the present has. 


treated over one thousand patients 
with much greater success. In addi- 
tion other observers report similar 
successful series. Naturally, the earlier 
the condition is diagnosed, the better 
the result of malarial treatment. Very 
few remissions have been noted. The 
blood from a patient with malaria is 
injected either subcutaneously or in- 
travenously. At first it was con- 
sidered essential to obtain the blood 
during a rigor, but it does not matter 
at which period it is taken. As the 
number of cases of malaria in Vienna 
is limited the author tried injecting 
the blood from one paralytic patient 





suffering from malaria into others. The 
transference from patient to patient 
gave equally good results as when 
given direct from a patient suffering 
from malaria alone. The incubation 
period ranges from seven to twelve 
days for subcutaneous injections and 
five to eight days when the injection 
is given intravenously. During the 
rigors digitalis may have to be 
given to support the heart and on 
occasions caffeine or camphor oil may 
be required to ward off acute collapse. 


At least eight rigors are allowed before | 
stronger | 


the malaria is checked, 
patients are permitted to have from 
ten to fifteen. The treatment is not 


without danger especially for elderly | 
have | 


feeble patients and deaths 
occurred. For these it is best to allow 
only two or three rigors and after 
checking them with quinine to con- 
tinue with “Salvarsan.” When the 
patient is stronger another malarial 
course is given. The “Salvarsan” 
course comprises 


administered. 


prove immediately in general health 
and appetite. The author found that 


if the blood from a patient with | 


malaria be immediately mixed with 
an equal amount of 05% sodium 


citrate solution, it will keep for thirty- | 
This was of value in send- | 
ing blood to patients some distance | 


six hours. 


from Vienna. With tabes dorsalis the 


best results have been obtained in the | 
preataxic stage. Patients with definite | 


ataxia, optic atrophy or amaurosis 


were not suitable to this treatment. It | 
has been unsuccessfully tried with | 
from muitiple | 
sclerosis and from the late forms of | 
encephalitis lethargica. Multiple scle- | 
rosis is best treated with intravenous | 
injections of Besredka’s typhus vac- | 


patients suffering 


cine and “Neosalvarsan.” Experiments 


are also being performed with the | 
injection of blood from -patients suf- | 
fering from sleeping sickness, but | 
sufficient time has not yet elapsed to 


allow a determination as to whether 
or not the results. are better than 
those following malarial injections. 


The Myth of the Unconscious 
Mind. 


JosEPpH SHAW BoLton (Journal of 
Mental Science, January, 1926) dis- 
cusses the interpretation of dreams, 
the “discovery” of Freud upon which 
he based his method of psycho- 
analysis. Dreams from the dawn of 
history have been regarded with the 
superstitious dread ever displayed in 
the face of the unknown; and inter- 
preters of dreams have probably never 
failed to find clients and have cer- 
tainly never omitted to please them. 
Apart from the question of whether 
there is anything in dreams to inter- 
pret at all beyond the finding of 
reasons for the mere existence of their 
crude content, a fundamental fallacy 
attaches to all attempts at inter- 
pretation, namely, the fact that what 
is interpreted is not the series 
usually of visions which constitutes 





injections for six | 
weeks until three grammes have been | 
No recurrences have | 
been observed and most patients im- | 


| following points may assist. 





the dream, but the descriptive account 
of this provided by the dreamer. 
Secondly concerning the unconscious 
mind he writes that it is common 
knowledge that experience of any kind 
leaves an imprint on the nervous 
system whereby under certain circum- 
stances such experience can be recol- 
lected. All such experience, however, 
is merely the raw material of thought 
—the mental stock-in-trade of the 
individual—and some of it very 
musty or rusty. It is naturally in 
no sense a “mind.” It must not be 
confused with the “unconscious mind” 
of the Freudians of all varieties, 
sexual and non-sexual, which is com- 
monly spoken of as the “unconscious.” 
The author describes this “uncon- 
scious mind” as a myth. He goes on 
to say that the “unconscious mind” 
has never been defined by Freud or 
anyone else and that shelter is taken 
under psychoanalysis, under which are 
practised such contrivances as dis- 
tortion, symbolism, condensation, dis- 
placement, transformation to opposite, 
subtraction, inversion and secondary 
elaboration. He is sure that by the 
use of half of these methods he could 
get anything whatever out of any 
dream. He concludes that he has 
completed a task, which in spite of 
its repugnant nature, he has felt it 
his duty to perform. That this in- 
sidious poison which is being instilled 
into the minds of the young by count- 
less psychoanalysts is doing untold 
harm, is known to many and should 
be known to all. 


Abdominal Reflexes. 


G. H. Monrop-Kroun (Archives of 
Neurology and Psychiatry, July, 1925) 
shows an important difference between 
the normal cutaneous abdominal re- 
flex and pathological abdominal re- 
flexes. The former is mainly uni- 
lateral with more or less decided 
deviation of umbilicus and linea alba 
and is elicitable only by stroking. The 
latter pertain to the “reflexes of spinal 
automatism” (flexion or extension 
reflexes of the lower limbs) with 
which they are generally associated. 
The differentiation between these two 
types of reflex may be hard and the 
The 
pathological reflex has a greater ten- 
dency than the normal to bilateral 
contraction; it-is more a “retraction” 
than a unilateral “deviation.” Also 
the pathological reflex has at times 
a long period of latency and it is 
less elective regarding the needed 
stimulus. The practical importance of 
the foregoing arises in segmental 
spinal diagnosis. If the pathological 
be mistaken for the normal reflex, a 
low dorsal lumbar lesion may be 
falsely assumed, when the lesion 
really is much higher. Such mistake 
may easily be made, when the sen- 
sory loss is slight and localization has 
to depend on motor loss, also slight 
and on reflex changes. Finally, the 
normal reflex depends on the integ- 
rity of the pyramidal tract (central 
efferent reflex path) while the patho- 
logical reflex is independent of this 
tract. 
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British Wedical Association Mews. 


SCIENTIFIC. 





A MEETING OF THE QUEENSLAND BRANCH OF THE BRITISH 
MEDICAL ASSOCIATION was held at the B.M.A. Building, 
Adelaide Street, Brisbane, on March 5, 1926, Dr. E. S. 
JacKson, the President, in the chair. 


Paget’s Disease. 


Dr. B. L. W. CLagkKE showed two patients suffering from 
Paget’s disease, one of whom had a large tumour in the 
right frontal region. He showed lantern slides demon- 
strating the radiographic appearances of the bones in 
both cases. 


Urinary Calculi. 


Dr. NEVILLE Sutton showed a lantern slide of a radio- 
gram from a boy of ten years with multiple calculi in 
both kidneys. He stated that the boy’s sister had died 
about six months previously from a similar condition at 
the age of eight years, but no other members of the 
family were affected. 

Dr. M. GRAHAM SutTTon showed a large calculus which 
had formed around a hairpin and had been removed from 
a prostatic diverticulum. He also showed a radiogram 
of the stone in situ. 

He reported a case of pyonephrosis with a full history 
and he showed the pyelogram. 

Dr. E. S. Meyers showed a series of lantern slides 
from radiograms illustrating calculi in the urinary tract 
and the means taken to diagnose them. 


Gonorrheea in the Male. 


Dr. V. N. B. Wits read a paper entitled : “Gonorrhea 
and its Sequele in the Male” (see page 539). 

Dr. M. GraHam Sutton thanked Dr. Willis for his 
paper and said that since his attention had been drawn 
to the anatomical relations of the seminal vesicles some 
time previously by the speaker, he had paid particular 
attention to the points raised and could verify all that 
Dr. Willis had said. 

- Dr. J. Morris Roe said that the treatment of anterior 
urethritis was not difficult, but posterior urethritis was 
quite a different proposition; lavage had been advocated, 
but did not seem to be efficient. Estimation of cure was 
extremely difficult and men in whom no gonococci could 
be found, were still capable of transmitting the infection. 

The value of autogenous vaccine was stressed by French 

writers and he had evidence to show that patients with 


gonococci present in the secretion expressed were never-: 


theless non-infectious when under treatment by vaccines. 


Dr. MiLtToN GEANEY said that his difficulty had been in 
giving a certificate of cure and he had sought help from 
various consultants whilst in England, but had not re- 
ceived any very concrete assistance. He wished to ask if 
a patient could be cured of the disease and be non- 
infectious, but still have a persistent gleet. 


Dr. Vat. McDowatt congratulated the writer of the 
paper, but wished to differ on two points. 


In the first place, he thought that the frequency with 
which the seminal vesicles were infected, was not so great 
as Dr. Willis had found and secondly when they were 
infected he did not think it at all an easy matter to 
produce a cure. He did not agree as to the criteria of 
infection of the vesicles; he thought that the massaging 
finger did not always reach the vesicles and if normal 
vesicles had not been emptied for a few days, the expression 
did not disperse readily in a measure glass of urine. He 
did not think that the atypical forms of gonococci appeared 
in pure cultures nor could typical gonococci be cultured 
from atypical forms. 

Dr. E. S. Meyers wished to congratulate the speaker on 
a masterly paper which helped to bring the disease into 
line with other infective diseases. He said he found 





it extremely difficult to be sure whether he was feeling a 
vesicle or not. Drainage and that alone would cure many 
pathological conditions, but he did not see how drainage 
could be produced in a fibrosed vesicle. In conclusion 
he did not see how the average practitioner could treat 
so difficult a disease and he considered the present 
Venereal Diseases Act a farce. 

Dr. E. S. Jackson in concluding the discussion added his 
congratulations to those of the previous speakers and 
said he trembled to think of his fate when he considered 
all the cases of gonorrhea which he had mismanaged in 
the past. 

Dr. Willis in briefly replying to the points raised in 
the discussion, pointed out that he had purposely refrained 
from dealing with the difficult matter of treatment and 
that after all they could but do their best. 







A MEETING OF THE BALLARAT SUBDIVISION OF THE VICTORIAN 
BRANCH OF THE BRITISH MEDICAL ASSOCIATION was held 
at Ballarat on March 6, 1926. Many visitors from Mel- 
bourne attended the meeting and medical men from 
Kyneton, Ararat, Meredith and Skipton were also among 
those present. 

The meeting was a notable success both in its scientific 
and social aspects and was rendered extremely pleasant 
for the visitors by the cordial hospitality of the members 
of the Ballarat Subdivision. 


AFTERNOON SESSION. 


The afternoon was devoted to a clinical meeting held 
at the Ballarat Hospital, Dr. W. Stoss, the President of 
the Ballarat Subdivision, in the chair. 


Ophthalmological Conditions. 


Dr. J. C. Dovucras demonstrated the ocular changes 
in a number of patients in whom the following conditions 
were exemplified: 

Arterio-sclerotic retinitis; albuminuric retinitis of preg- 
nancy (a patient in the acute stage and a patient who 
had made a good recovery); retinitis circinata; retinitis 
pigmentosa (two cases in a mother and daughter); glau- 
coma simplex; staphylococcal infection of the meibomian 
glands; traumatic ectropion with injury to the tear duct; 
trachoma in its early and late stages; dendritic ulcer of 
the cornea; lesion of left oculo-motor nucleus; coloboma of 
the right optic disc. 

Dr. Douglas also discussed the early diagnosis of arterio- 
sclerosis with the ophthalmoscope. 


Albuminuric Retinitis. 

Dr. J. C. Dovetas read a joint paper by Dr. W. R. 
Griffiths and himself entitled: “Albuminuric Retinitis of 
Pregnancy” (see page 545). 

Dr. J. NEWMAN Morris asked whether Dr. Griffiths had 
considered the possibility of serious effects resulting from 
the administration of large doses of quinine sulphate to 
women with damaged kidneys. 

Dr. Griffiths replied that as yet he had not noted any 
ill effects, but his experience was limited. 


Dr. RoBert FowLer remarked that Dr. Griffiths had been 
very successful in inducing labour as early as the seventh 
month of pregnancy by means of quinine and pituitrin. 
In the use of these drugs for the induction of labour at 
term he had noted their action on the intestine of the 
child. This led to the passage of meconium, the appearance 
of which when the child was presenting by the vertex 
might otherwise be alarming. He concurred in Dr. Doug: 
las’s conclusion that the only effective treatment of 
albuminuric retinitis of pregnancy was obstetric. He 
preferred the term “termination of pregnancy” to 
“induction of labour.” 


Dr. R. MARSHALL ALLAN, M.C., said that he agreed 
generally with the views expressed by Dr. Douglas. He 
had seen no bad effects on the mother from the adminis- 
tration of the necessary doses of quinine and had noted 
the action on the infant referred to by Dr. Fow er. 
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Dr. F. L. Davies said that in the patients reviewed by 
Dr. Douglas albuminuria was in all probability present 
for some time before Dr. Douglas, as oculist, was con- 
sulted. Were the ocular changes the first indications of a 
disorder of pregnancy? 

Dr. F. J. Bonnin asked for information on the same 

int. 

Mr. Douglas replied that in the cases of three of the 
women he was called in as consultant on account of visual 
disturbance. Two others he had not seen until after 
pregnancy was terminated. 


Dr. A. L. Kenny said that Dr. Davies had brought | 


forward the crucial point. The mother’s pathological 
state of which albuminuric retinitis was an indication, 
should not be left for the oculist to discover. 


Dr. ERNEST GuyMER said that one of the women in the | 


series discussed by Dr. Douglas was his patient. She had 
shown very few indications of impaired renal function 
other than ocular. He learned subsequently that a former 
pregnancy had been terminated prematurely. 

Dr. W. Kent Hueues said that in his opinion any 
oculist called upon to deal with albuminuric retinitis of 
pregnancy should demand that the pregnancy be termin- 
ated. It was a question of a doubtfully viable child against 
the certain loss of the mother’s sight. 


Dr. W. Stoss asked if there were any risk of a deleterious | 


action of quinine upon the eyes? The experience of Dr. 


Griffiths in securing the early termination of pregnancy | 
by means of quinine and pituitrin seemed to have been | 


particularly fortunate. 


Dr. Douglas replied that harmful action upon the retina | 
was likely to result when quinine was given in toxic | 


doses. No such damage had been observed in any of 
the patients under discussion. 


Pancreatic Cyst. 
Dr. F. B. Crawrorp showed a patient who had been 


operated upon for cyst of the pancreas and read the | 


history (see page 552). 


Lymphosarcoma of the Small Intestine. 

Dr. Crawford also showed a patient from whose abdomen 
a lymphosarcoma of the small intestine had been removed. 
He showed the specimen and read the history (see page 
553). 

Dr. H. Doveias STEPHENS, President of the Victorian 
Branch, remarked on the rare occurrence of sarcoma of 
the small intestine. He could recollect only two instances. 
In the first child he had operated for an acute abdominal 
emergency and found an irreducible entero-enteric intus- 
susception. Examination of the specimen after resection 
had revealed at the apex of the intussusceptum a tumour 
which was shown by subsequent histological examination 
to be a lymphosarcoma. Eight months later the child had 
died, malignant deposits throughout the abdomen being 
found at the post mortem examination. Recurrence and 
metastatic sowing of the tumour within a short time 
was also the history of the second child. 

Dr. J. NEWMAN Morris said that the experience of Dr. 
Stephens was unfortunate and that it appeared that the 
prognosis in sarcoma of the bowel was not always hopeless. 
The condition was rare, but cases were on record in which 
long intervals had elapsed before recurrence. The hope of 
a long period of freedom might well be entertained in 
sarcoma of the stomach and he recollected a case report 
in which it was stated that fourteen years had elapsed 
before the disease reappeared. 

He had performed an operation for sarcoma of the 
stomach, removing two-thirds of the viscus in February, 
1919. The patient was still well. 


In the case of the boy shown by Dr. Crawford the fact 
that there was no microscopical evidence of extension of 
the disease to the mesenteric glands was encouraging. 
From the literature on the subject it appeared that there 
was a class of sarcoma of the digestive tract characterized 
by a long period of recurrence. 


Dr. H. Frecker pointed out that lymphosarcoma was 
Preeminently the most radio-sensitive of all malignant 











neoplasms. It was astonishing how large masses in the 
neck would disappear after one or at most two applica- 
tions of deep X ray therapy. There was still of course the 
risk of metastases. In the case of the boy under discus- 
sion he would advise deep therapy in the event of recur- 
rence or dissemination. This would be most likely to 
become evident in the chest, long bones or spine. He 
would not regard recurrence in the abdomen as a contra- 
indication to deep therapy. 


Encephalitis Lethargica. 


Dr. W. R. GrirFitHs showed a patient who had suffered 
from encephalitis lethargica and read the history (see 
page 553). 


Congenital Absence of the Kidney. 


Dr. Griffiths also showed a single girl, aged eighteen 
years, who had been admitted to hospital complaining of 
pain in the right side of one month’s duration. The 
patient had suffered from pain in the right lower quadrant 
of the abdomen for one month and this had continued 
every day until admission. The pain had commenced with 
the last menstrual period and had continued after its 
cessation. On one day during the month nausea and vomit- 
ing had occurred. The patient’s appetite had been good. 
She had previously been quite healthy. 


On examination the patient had appeared to be in no 
obvious distress. Some degree of facial asymmetry was 
present. No abnormality had been detected in the lungs or 
heart. On examination of the abdomen tenderness had 
been found in the right iliac fossa, but no rigidity. A mass 
with a rounded lower border had been palpable in the 
right side of the abdomen on a level with the umbilicus. 


|; X ray examination had revealed a large right kidney. No 


definite kidney outline had been seen on the left side. 
The abdomen had been opened by an incision through the 
right rectus abdominis muscle. The appendix, being mildly 
inflamed, had been removed. The left cornu of the uterus 
was found to be absent as well as the left tube and ovary 
and the broad ligament on the left was rudimentary. The 
right kidney had been larger than normal and the left 
kidney had not been found by palpation. Later on 
cystoscopic examination had revealed the absence of the 
left ureteric orifice. 


Fracture of the Clavicle. 


Dr. Griffiths’s third patient was a man, aged fifty-two 
years, who had been admitted to hospital ten days pre- 
viously complaining of pain in the region of the right 
collar bone. He had been in a brawl eleven days before. 
He had been mauled about the neck, but did not remember 
falling on the shoulder or receiving any blow in its neigh- 
bourhood. The following day he felt quite well, but on 
the day after he had noticed a swelling and soreness. 
Previous to the brawl no swelling or pain had been 
present. The patient was a middle aged man with bruising 
and discolorization around both eyes. In the right 
clavicular region was a large, hard, fixed mass. It was 
not very tender and it seemed to surround the clavicle 
completely. Dr. Griffiths pointed out that the swelling was 
such as would arouse the suspicion of its sarcomatous 
nature, but X ray examination had revealed a fracture of 
the right clavicle with splintering and much displacement 
as well as a fracture of the third and fourth ribs sur- 
rounded by callus. 


Abdominal Tumour. 


Dr. Biatrk DonALDsSON demonstrated the physical signs in 
a woman who presented a swelling in the upper portion 
of the abdomen on the right side. He had first seen this 
patient four years previously, when he had detected the 
swelling and advised her to have some investigations 
carried out regarding its nature. The patient was averse 
to having anything done and he had not seen her again 
until that day. He demonstrated a freely movable and 
readily palpable tumour in the abdomen and remarked 
that it appeared to be either a mesenteric or hydatid cyst. 
He had been unable to obtain any data with respect 
to the Casoni and hydatid complement fixation tests. 
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EVENING SESSION. 


Prior to the evening session which was held at Craig’s 
Hotel, the members of the Ballarat Subdivision held their 
Annual Meeting. The chair at the evening session was 
taken by the newly elected President of the Ballarat 
Subdivision, Dr. Ernest GuyMER. 


Obstetrical Research. 


The Chairman introduced Dr. MarsHatt ALLAN, M.C., 
Director of Obstetrical Research in Victoria, who briefly 
outlined the scope of the inquiries being conducted into 
obstetrical problems and indicated the manner in which 
general practitioners could assist. 





Artificial Pneumothorax. 


Dr. W. S. Newton read a paper entitled: “The Use of 
Artificial Pneumothorax” (see page 547). He demon- 
strated the method of use of a very simple and convenient 
form of apparatus for the induction of artificial pneumo- 
thorax. 


Dr. L. S. LatHam said that he spoke as having had 
considerable experience of the use and‘ limitations of 
artificial pneumothorax as a therapeutic measure. If they 
had absorbed Dr. Newton’s paper, they would have gained 
knowledge of an excellent technique and would recognize 
that the induction of artificial pneumothorax had a 
definite sphere of usefulness, particularly in pulmonary 
tuberculosis. 

It was necessary to give very careful consideration to 
the question whether artificial pneumothorax was indicated 
in the individual patient. It was perhaps that the pro- 
cedure had appealed to many as a quick method of pro- 
moting healing of the lung in pulmonary tuberculosis. 
He had become more and more cautious in adopting 
artificial pneumothorax and never advised it without a 
sense of responsibility and a warning to the patient that 
his course of treatment would be prolonged. 

The most appropriate case was that in which the pul- 
monary lesion was mainly unilateral. It was not often 
that the tuberculous process was confined to one lung, 
but clinical and radiological evidence should be sifted to 
arrive at an estimate of the comparative extent of the 
disease in the two lungs. 

He doubted the advisability of attempting to break 
down adhesions under high pressure. The formation of 
adhesions represented Nature’s method of doing the same 
thing as artificial pneumothorax was designed to 
accomplish. 

Dr. Newton had done well to emphasize the necessity 
for local anesthesia; the danger of pleural shock was 
obviated by making certain that the pleura was infiltrated 
by the anesthetic. He regarded this point as one of urgent 
importance. 

He had observed air embolism on only one occasion and 
although the patient survived it, the immediate effects 
were very distressing. Dr. Latham said that air embolism 
could be absolutely avoided by taking certain precautions 
which he demonstrated by means of the apparatus pro- 
vided by Dr. Newton. A precaution which he had adopted 
as a routine, was to commence with oxygen in the intro- 
duction of gas. He always satisfied himself that there was 
no blood in the glass index tube, that there was an initial 
negative pressure, that the subsequent oscillations of the 
manometer were normal in character. If oxygen were then 
used at the outset of the injection of gas, air embolism 
would never occur. 

Urgent and repeated hemoptysis might make the 
physician feel the necessity for the induction of artificial 
pneumothorax as a means of controlling the hemorrhage. 
There was a reasonable probability that hemorrhage could 
be so controlled, but no certainty. He would always make 
the injection on the side on which the physical signs 
indicated the more extensive disease. 

Dr. Newton had presented the subject in a sane and 
reflective manner. He had done well to point out that 
patients might suffer injury from incautious and improper 
use of artificial pneumothorax and that the measure was 








not more than an adjunct to treatment. 





Common Disorders of the Skin. 


Dr. KeirH CoLQuHoUN read a paper entitled: “Common 
Disorders of the Skin” (see page 549). 

Dr. A. V. M. ANpERSON asked would Dr. Colquhoun 
persist in dietetic restrictions in the treatment of eczema 
in the absence of any positive indications from skin tests, 


Dr. Colquhoun replied that even when cutaneous tests 
afforded no indication of sensitization to any particular 
foodstuffs, good results in treatment often followed strict 
regulation of the diet. 

Dr. H. Dovetas STEPHENS remarked that he had found 
skin tests disappointing as a guide in the treatment of 
eczema in children. 


Backache Radiologically Considered. 


Dr. K. Stuart Cross read a paper entitled: “Backache 
Radiologically Considered.” The paper was illustrated by 
numerous radiograms excellently displayed in a viewing 
frame. 

At the conclusion of Dr. Cross’s demonstration informal 
discussion took place round the radiograms. 


Multiple Deformities. 


Dr. W. Stoss exhibited a radiogram of an infant affected 
by multiple deformities. The pelvis of the mother was 
of the justominor type and she had had four previous 
difficult confinements. With this infant a breech presen- 
tation difficulty had been experienced in the delivery of 
the head. The infant exhibited hypospadias; the left arm 
was larger than the right and showed contracture of the 
fingers. Talipes equinovarus affected the left foot and both 
knees exhibited genu recurvatum. From the radiogram it 
appeared that in one leg the fibula was placed medial to the 
tibia instead of in its normal lateral position as shown 
on the other side. 


Votes of Thanks. 


Dr. W. Stoss proposed a vote of thanks to the readers 
of the papers. The members of the Ballarat Subdivision 
much appreciated the visit of their colleagues from Mel- 
bourne and the compliment of the presence of the President 
and Vice-President of the Branch. 


Dr. H. Douetas STEPHENS, the President of the Victorian 
Branch, said that he had derived the greatest pleasure and 
interest from the meeting. He congratulated the Ballarat 
Subdivision on the organization of the meeting and on the 
excellent character of the work presented. The Council 
were very anxious to foster such meetings in country 
centres. This, the second of its kind, had been con- 
spicuously successful, as had been the first held at 
Warrnambool in 1925. 


Dr. J. NEWMAN Morris, Vice-President of the Branch, 
paid a tribute to the work of Dr. R. Fowler, Convenor of 
the Scientific Subcommittee of the Council, to whose 
prompt efforts much of the success of the meeting was due. 
The quality of the work presented was equal to any put 
before the Branch in Melbourne. The Council wanted to 
feel that it was doing something for the country members. 
Although medical politics engaged a good deal of their 
time, it was to be remembered that they were primarily a 
scientific body. The Council as a whole hoped that meet- 
ings such as had been held in Warrnambool and Ballarat 
would develope and extend. 


Social Entertainments. 


On the evening of March 6 the members of the Ballarat 
Subdivision entertained the visitors at dinner at Craig’s 
Hotel. 

Excursions arranged for the Sunday following included 
visits to the Ballarat Gardens, the water reservation and 
the sewerage works. 


A MEETING OF THE VICTORIAN BRANCH OF THE BriTISH 
MeEpIcaL AssociaTIon was held at the Austin Hospital for 
Incurable and Chronic Diseases, Heidelberg, on April 21, 
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1926. The meeting took the form of a series of clinical 
demonstrations. 


Atrophic Meningo-Myelitis. 


De. H. F. Mavupstey presented a female patient, aged 
fifty-three years, whose illness had commenced three years 
previously with gradual onset of weakness in the lower 
limbs accompanied by wasting. In the early stages the 
wasting had been most apparent in the vasti interni and 
peronet muscles, but with the affection of other muscles 
the patient had ultimately become bedridden. During the 
previous six months wasting and loss of power had become 
evident in the muscles of the hand, forearm and shoulder 
girdle. There had been no difficulty in swallowing, but 
her speech. was slightly affected. 

Physical examination disclosed that there was slight 
weakness of the muscles of the soft palate on the left 
side and some wasting of the tongue. 

In the left upper limb atrophic changes were noted in 
the deltoid, triceps and extensor muscles of the wrist; 
there was also wasting of the thenar and hypothenar 
eminences and of the interossei muscles. No fibrillary 
tremors could be observed, but the deep tendon reflexes 
could not be elicited. 

The interossei muscles of the right hand were also 
affected. 

In the lower limbs wasting of certain muscle groups was 
associated with a degree of extensor spasticity on both 
sides. No deep or superficial reflexes could be evoked and 
the plantar reflexes were absent. There was no impair- 
ment of sensation. The patient’s serum had not reacted to 
the Wassermann test. 

Dr. Maudsley discussed diagnosis as between progressive 
muscular atrophy, mucular dystrophy of the Charcot-Marie- 
Tooth type and atrophic meningo-myelitis. 


Postencephalitic Syndrome. 


Dr. Maudsley’s second patient was a man, aged thirty- 
five years, who had suffered from an attack of epidemic 
encephalitis in July, 1923. He had contracted malaria in 
New Guinea in the early part of the war and had been 
troubled ever since by recurrent malarial rigors. After 
the war he had resumed his former occupation as an 
engineer, but for some time prior to the onset of his 
present illness was in a neurasthenic condition. 

He lay twisted and to all appearances uncomfortable in 
bed. His facial muscles were contorted into a fixed expres- 
sion of distress, the appearance of the features being not 
unlike that associated with progressive lenticular degenera- 
tion. The muscles of the neck, especially those of the 
left side, were spastic and generally there was a good deal 
of muscular wasting. 

On the right side the movements of both upper and 
lower limbs were carried out freely. On the left side 
spasticity characterized the upper limb; the elbow joint 
was extended, the forearm pronated and the hand 
strongly flexed on the forearm. The left lower limb showed 
the rigidity typical of Parkinson’s syndrome and at times 
there was a flexor spasm of this limb. 

At times there was relaxation of the tonic spasm usually 
present in the left upper limb. 

Dr. Maudsley said that it was necessary to consider how 
much of this patient’s disability was “functional.” There 
was undoubtedly an organic basis and it seemed probable 
that the organic spasticity was so great that he could 
only occasionally mobilize the voluntary effort to over- 
come it. Kinnear Wilson had drawn attention to an 
unwillingness to perform movements which he regarded 
as the basis of the bradykinesis observed in cases of the 
type under discussion. 


Estimation of Blood Urea. 

Dr. K. DoueLtAs Farrtey demonstrated the technique of 
the Hench-Aldrich method of estimating the blood urea 
(vide Tue MepicaL JouRNAL or AUSTRALIA, May 8, 1926, 
Page 517). 

He also demonstrated Zecker and Goodell’s method of 
estimating the sedimentation rate of the red blood cor- 
Puscles and mentioned that Dr. Godbehear had found that 





the results of this test applied to tuberculous patients at 
the Austin -Hospital corresponded with their clinical con- 
dition. It was hoped that further experience would confirm 
the impression that the test would prove useful in the 
prognosis in tuberculous patients. 


Pulmonary Abscess Following Tonsillectomy. 


Dr. Fairley showed a male patient in whom a pulmonary 
abscess had supervened on tonsillectomy. The man, aged 
forty years, had developed a sore on the penis in 
September, 1922, following which he _ received six 
intravenous injections of an arsenical preparation. Jaun- 
dice had occurred five weeks later and the inference from 
laboratory tests was that there was affection of the pancreas 
as well as of the liver. The patient’s blood had persistently 
failed to react to the Wassermann test. 

In March, 1923, a fortnight after his tonsils had been 
removed under a general anesthetic he had been admitted 
to hospital and an operation for the drainage of an 
empyema had been performed under local anesthesia. 
Examination of a smear preparation of the pus had revealed 
the presence of a mixed infection by Gram-negative bacilli 
and Gram-positive cocci and bacilli, On numerous 
occasions attempts to obtain cultures from the pus had 
resulted in no growth or merely in the isolation of a non- 
pathogenic diphtheroid bacillus. Laboratory tests for 
hydatid disease had yielded no results. 

A sinus had persisted since the operation. Radiological 
examination had been carried out on several occasions 
and the films had been interpreted as indicating the 
presence of adhesions at the base of the left lung and an 
encysted or interlobar collection of pus or a pulmonary 
abscess. Repeated attempts had failed to demonstate 
tubercle bacilli in the sputum. 

At the time of demonstration the patient was subject 
to very frequent attacks of coughing during which he 
expectorated large quantities of offensive pus. The heart 
was drawn over towards the right side of the chest, the 
right half of the diaphragm was drawn upwards and the 
upper portion of the chest on the right side was retracted, 
there being a slight compensatory scoliosis. Rhonchi were 
present over both lungs and there were signs of consolida- 
tion and cavity formation in the upper portion of the chest 
on the right side. The spleen was palpable, but the liver 
could not be felt. A slight degree of clubbing of the fingers 
was noted. No albumin was detected in the urine. 

Radiological examination had revealed a large pulmonary 
abscess occupying the upper half of the right lung and 
fibrosis of the lower lobes of both lungs. The apex of the 
left lung was apparently clear. 

Intermittent fever persisted despite postural drainage. 


In discussing the condition of this patient Dr. Fairley 
said that following tonsillectomy a pulmonary abscess had 
developed and had ruptured into the pleural cavity, thus 
giving rise to pyo-pneumothorax. Amyloid disease had 
developed. Artificial pneumothorax being out of the 
question it appeared that the patient’s only hope lay in 
a complete thoracoplasty. As operation at best would be 
a risky undertaking, it would be necessary to perform the 
operation in several stages, using nitrous oxide and oxygen 
to supplement local anesthesia. This operation might 
reasonably have been performed two years previously. 


Lardaceous Disease. 


Dr. J. F. CuamBers discussed the condition of a man, 
aged thirty-six years, in whom a great degree of uniform 
enlargement of the liver and spleen, combined with exist- 
ing syphilis and bone tuberculosis, strongly suggested 
lardaceous disease. The enlarged liver and spleen were 
firm and smooth to palpation, but there was no clinical 
evidence to indicate affection of the kidneys or intestine. 

Examination of the blood showed that the moderate grade 
of anemia present was non-distinctive in character. A 
response to the Wassermann reaction had been obtained. 

A sinus which opened on the right side of the neck 
about three centimetres above the clavicle, was shown by 
X ray examination to originate in extensive tuberculous 
disease of the seventh and eighth thoracic vertebre; there 
had been a discharge of pus from this sinus for at least 
four years. 
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It was proposed to proceed with antisyphilitic treatment 
and to adopt surgical means for the drainage of the very 
large absorption area revealed in the radiogram. If these 
measures led to arrest of the lardaceous process, they 
would be worth while to the patient who was still in fair 
health and able to do light work. 


Pulmonary Tuberculosis. 


Dr. Chambers’s second patient, a man aged forty-two 
years, was the subject of pulmonary tuberculosis of four 
years’ duration. A large tuberculous cavity at the apex 
of the left lung had been converted into a chronic lung 
abscess by the establishment of secondary infection. The 
patient consequently expectorated large quantities of 
purulent fetid sputum and exhibited irregular pyrexia. 
Pulmonary fibrosis and subsequent retraction had resulted 
in the heart occupying an almost horizontal position in the 
thorax. 

In this patient the great benefit to be obtained by 
postural drainage of lung cavities was illustrated. Follow- 
ing energetic measures in this direction the patient had 
not only remained afebrile, but had been free from the 
distressing bouts of coughing which had been formerly 
provoked by the slightest change of position. 


Pott’s Disease. 


Mr. HucuH C. TrumMBLe showed three patients affected 
with tuberculous disease of the vertebre which had pro- 
gressed to implication of the spinal cord and consequent 
paraplegia. They were shown mainly to demonstrate the 
fact that with careful immobilization and patience the 
symptoms indicative of involvement of the cord tended 
to disappear, even after long periods of apparently com- 
plete block. All the patients had been treated in plaster 
beds at the Austin Hospital. Mr. Trumble added that the 
operation of laminectomy was only rarely indicated and 
seldom useful. 

A male patient, aged thirty-two years, had manifested 
symptoms due to tuberculous disease of the spine for ten 
years. Indications of interference with cord conduction 
had supervened in June, 1925, three months before his 
admission to the Austin Hospital. He had then displayed 
gross deformity of the dorsal spine, the affected vertebre 
being the seventh, eighth and ninth thoracic vertebre. 
Sensation was dulled below the level of the seventh dorsal 
segment and both lower limbs were paretic. The deep 
tendon reflexes had given much exaggerated responses and 
the plantar reflexes had been extensor in character. The 
patient had suffered from retention of urine, painful flexor 
spasms and severe bedsores; his urine had been infected 
and offensive and he was apparently in extremis. 

Eight months later his general health had much im- 
proved. Sphincter control had been regained, spasms were 
much less frequent, bedsores had healed and the urine at 
the time of the meeting was clear. There was, however, 
no voluntary power in the legs which were still spastic 
in extension. 

Mr. Trumble detailed the clinical features of two other 
patients similarly affected, both of whom had shown a 
great degree of improvement. 

Mr. Trumble also demonstrated the construction of a 
plaster bed or slab, showing the materials used, the method 
followed and examples of the finished product. 


Turntable Bed. 


Mr. Trumble exhibited an ingenious device for turning 
helpless patients without putting any strain on patient or 
nurses. It was designed to be of use in dressing bed- 
sores in paraplegic patients and in the postoperative 
management in operations such as laminectomy and the 
Albee operation. 


ichthyosis. 


Dr. J. H. Ketty showed a girl, aged eight years, as 
presenting an extreme degree of ichthyosis. She was 
born in Victoria and was said to have displayed dryness 
and scaliness of the skin soon after birth. The condition 
had progressed until in the absence of vigorous treatment 
the whole body surface became black and rough to an 





extreme degree and an unpleasant odour was produced 
The palms and soles were quite unaffected and the inci. 
dence of the lesions on the scalp and face was compara. 
tively slight. : 

The child had been kept comfortable and had greatly 
improved under the influence of baths twice daily and 
applications of emollient ointments. The worst areas 
had been treated with salicylic acid ointments such ag 
glycerin amyli and unguentum acidi salicylici in equal 
parts. There were considerable areas of skin almost nor- 
mal in appearance. Administration of thyreoid gland 
extract over a period of six months had achieved little 
result compared with persistent local treatment since, 
X rays produced a temporary amelioration of the scaliness 
and had been used to bring the worst areas under control, 

Dr. Kelly remarked that in this condition there was 
sometimes a little improvement after puberty when the 
condition remained constant throughout life. The mother 
of the child was distinguished by a very dry skin, but 
other children of the family showed no departure from the 
normal in this respect. 


Scrofulodermia. 


Dr. Kelly’s second patient was a boy, aged nine years, 
who provided examples of scrofulodermatous lesions 
arising from tuberculous lymphangitis. 

In 1920 the boy had been treated for tuberculous peri- 
ostitis of the first left metatarsal bone and at a later 
period had developed cervical and inguinal abscesses. In 
1923 he exhibited scrofulodermia in the neck, groin and 
left leg; the lesions had been described at the time as 
infected abrasions, but were actually scrofulodermatous 
areas arising from tuberculous lymphangitis. 


Under heliotherapy and ultraviolet light baths most of 
the lesions had healed. There were now present a scar 
over the first left metatarsal bone, scars along the lym- 
phatic path to the popliteal fossa, a patch of scrofulodermia 
not yet healed, left femoral scrofulodermia, scarring in the 
neck from old adenitis and scrofulodermia. 


Trophic Changes in Osteoarthritis. 


A male patient, aged forty-six years, had suffered from 
osteoarthritis for twenty years. Most of the joints were 
ankylosed and extremely deformed. He was found to have 
severe dental infection and it was surprising that this had 
not received attention in the early stages of the disease. 


Advanced atrophic changes were present in the skin of 
the feet and lower parts of the legs; the transparency and 
glossiness of the skin resembled the condition seen in 
causalgia. There was great loss of subcutaneous con- 
nective and fatty tissues and the vessels were visible 
coursing under the thin epidermis. Ulceration and crust- 
ing of an intractable character developed on the toes. 
This had improved with appropriate treatment and the 
surface was in a comparatively healthy condition. 


Psoriasis. 


A male patient, aged sixty years, was presented by Dr. 
Kelly as furnishing an example of inveterate psoriasis in 
a full-blooded Asiatic, born in Mauritius. Psoriasis was 
rare among the coloured races although it constituted 
about 2:7% of all skin diseases among whites. Until 
recently its existence was disputed in the case of the 
American negro. 


Carcinoma of the Breast. 


Dr. H. Frecker showed a female patient, aged sixty 
years. Her right kidney had been removed twenty years 
previously for calculous pyonephrosis. She had been free 
from trouble in this regard every since. In 1921 Dr. J. 
Ramsay Webb had removed the uterus and pelvic contents 
for carcinoma of the corpus uteri. There had been no 
discharge or trouble with this since. In February, 1922, 
Dr. Webb had removed the left breast for scirrhus cancer 
of the inner and lower quadrant. The growth had been 
adherent to the skin, but apparently not to the pectoral 
aponeurosis. 
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On August 6, 1925, she had complained of a lump over 
the upper part of the sternum, evidently a carcinomatous 
recurrence. She had stated that she had first noticed it 
three months previously or perhaps earlier. Two doses of 
intensive X radiation had been given, namely on August 7, 
1925, and on January 18, 1926. On April 21, 1926, no 
trace of sternal involvement was evident. The skin over 


the site of the lump was marked by red discolorization. 


Sarcoma of the Tonsil. 


Dr. Flecker’s second patient was a man, aged thirty- 
two years. On March 6, 1923, the patient had been sent 
by Dr. R. A. Stirling with a note in which the opinion 
was expressed that the condition was a sarcoma of the 
tonsil and glands in the neck of fourteen months’ dura- 
tion. At that time there had been a large mass filling 
up the fauces and interfering considerably with deglutition 
and speech, as well as large glands upon each side of the 
neck. Unfortunately microscopical examination of a 
section had not been made. 

On March 12, 1923, a single dose of deep X ray therapy 
had been given and this dose had not been repeated. 

On March 26, 1923, the patient had reported for inspection 
and by that time the great bulk of the tumour masses had 
disappeared. It had been stated that diminution in size 
was noted two days after treatment. The patient’s voice 
had been completely restored to normal. Although the 
patient had been off duty since October, 1922, five months 
before treatment, he had resumed his occupation as an 
electrician in May, 1923, two months after the exposure. 
He had been regularly employed ever since. All that 
remained to indicate the original condition was a small 
foramen in the anterior pillar of the fauces probably 
caused by the pressure of the original growth. 


Sarcoma of the Clavicle. 


The third patient shown by Dr. Flecker was a male, 
aged seventeen years. Since May, 1922, he had complained 
of pain down the right arm and had been treated for 
rheumatism. He had been seen first by Dr. W. R. Forster 
early in June, 1923, when he had a swelling of the right 
clavicle which had been noted since February of that year. 
At the end of June, 1923, Dr. Forster had removed the 
right clavicle and had reported difficulty in separating it 
from the first rib. Dr. R. J. Bull had made a report of 
the section to the effect that there was a sarcoma of the 
middle of the shaft of the clavicle with some extension 
towards the medial end. 


On July 16, 1923, intensive radiation of the region of 
the right clavicle had been undertaken. On February 18, 
1924, the patient had complained of a swelling over the 
region of the right ulna. The skiagram taken in con- 
junction with the history had led to the belief that the 
swelling was metastatic in origin. By April 2, 1924, the 
swelling had increased in size and X radiation was applied 
to the right elbow. By April 16, 1924, pain and swelling 
= quite disappeared and no metastases had appeared 
since. 


Sarcoma of the Vulva. 


In the fourth place Dr. Flecker showed a girl, aged 
three years and nine months. The patient had first been 
seen by Dr. C. W. B. Littlejohn on December 19, 1923. Dr. 
Littlejohn had removed an endothelioma of the right 
laium majus. The father had stated that it was first 
noticed ten months previously. For the purposes of pro- 
phylaxis an intensive dose of X radiation had been applied 
to the region of the pubes and groins. On January 16, 
1925, thirteen months after X ray treatment, Dr. Little- 
john had reported that a recurrence had taken place in 
the glands of the left groin. These had been removed, but 
not very completely. On January 1, 1925, X radiation had 
been repeated as before. On August 5, 1925, there were no 
signs of recurrence and the child was doing very well. On 
November 18, 1925, the patient was evidently going down 
hill, she was emaciated and cachectic. The right limb 
had appeared somewhat larger than the left, the superficial 
abdominal veins on the left being dilated. A palpable, 
tender mass had been present on the left side of the abdo- 
men. On November 20, 1925, Dr. Littlejohn had reported 





that he could feel at least three glands in the abdomen. 
He regarded them as metastases. On December 27, 1925, 
Dr. Flecker had been reluctant to undertake further 
treatment on account of the child’s emaciation and appa- 
rently hopeless condition. The parents, however, had urged 
giving the child another chance, as they were convinced 
that earlier treatments had in each instance effected con- 
siderable improvement in the child’s general condition. 
Despite the poor condition of the child, particularly its 
listlessness, a full dose had been given to the abdomen on 
the following day. Improvement had taken place rapidly 
and had since been most noticeable especially in her 
general and mental condition. She had gained weight 
considerably and the masses had become practically im- 
palpable, while the swelling of the left thigh and venous 
dilatation had disappeared. 


Myelogenous Leuchzmia. 


Dr. Flecker’s last patient was a male, aged thirty-three 
years. On March 10, 1924, the patient had come com- 
plaining of a large abdominal swelling which upon exam- 
ination proved to be a very large spleen extending down 
to the symphysis pubis. The patient had looked particu- 
larly anemic and jaundiced. He had had to cease his 
ordinary occupation. Examination of a blood film revealed 
the presence of acute myelogenous leuchemia. The 
leucocytes had numbered 64,000 per cubic millimetre. On 
April 3, 1924, an erythema dose of short wave length X rays 
had been given over the spleen. On April 12, 1924, the 
patient’s appetite had improved and the lower level of the 
spleen was midway between the pubes and the umbilicus. 
The patient’s weight had been sixty-three kilograms (ten 
stone). By May 10, 1924, the spleen had extended 2-5 
centimetres (one inch) to the right of the umbilicus, a 
great increase in weight had occurred, the weight being 
seventy-one kilograms (eleven stone four pounds). 

On May 14, 1924, the erythrocytes had mumbered 
4,000,000 per cubic millimetre and the leucocytes 52,000. 
The hemoglobin value was 80%. A second dose of X rays 
had been given on June 2, 1924, and by June 28 the spleen 
had become very much smaller. It had not extended below 
the umbilicus. By that time the patient had been at work 
for a fortnight. 

On July 21, 1924, the clinical improvement had been most 
pronounced, the hemoglobin value had been normal and 
the leucocytes had numbered 24,000 per cubic millimetre. 

A third dose of X rays had been given on August 2, 
1924, and by August 30 it was difficult to palpate the 
spleen. .On November 14, 1924, the patient had weighed 
seventy-four kilograms (eleven stone eleven pounds) and 
Dr. Thomas had reported that the blood film was in every 
way much more nearly normal. The erythrocyte count 
and hemoglobin value were practically normal and 
the number of leucocytes had fallen to 17,000; the cells 
had not been of such an immature type. 

On December 17, 1924, the patient had been admitted to 
Geelong Hospital with severe hematemesis and operation 
had been urged under the impression that the condition 
was due to a gastric ulcer. He had been seen, however, 
by Dr. Thomas who believed that the condition was caused 
by trauma when riding a bicycle. The leucocytes had 
numbered 15,000 per cubic millimetre. 

On February 17, 1925, the patient had been very ill with 
profound anemia as the result of his hemorrhages. The 
spleen had been fairly large and easily palpable. The 
hemoglobin value had been 25% and the leucocytes had 
numbered 45,000 per cubic millimetre. On March 4, 1925, 
a fourth dose had been given as before. On September 7, 
1925, the patient had looked very well and had been at 
work for six weeks. On September 26, 1925, the hemo- 
globin value had been 80% and the leucocytes had num- 
bered 73,000 per cubic millimetre. On November 7, 1925, 
a fifth dose of X rays had been given as before and on 
December 12, 1925, the spleen had been practically. 
impalpable. 


Pathological Specimens. 


Dr. W. L. Carrinaton showed a series of pathological 
specimens. 
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The first group consisted of macroscopical and micro- 
scopical preparations illustrating the most important 
pathological conditions affecting arteries with special 
reference to syphilitic atheroma and its distinction from 
other forms. 


The second group comprised the organs and micro- 
scopical sections prepared from them of a lad aged sixteen 
years who had died of cardiac failure supervening on 
mitral stenosis. 


Dr. G. F. Davies demonstrated a method of preservation 
of museum specimens in natural colours the principle of 
which was the conversion of the hemoglobin in the tissues 
into the stable carbohemoglobin by bubbling coal gas 
through the fluid after fixation had been effected. He said 
that the method had been described in detail by Oscar 
Klotz in the Journal of Laboratory and Clinical Medicine, 
May, 1923. 


Dr. Davies also showed the specimens and provided full 
clinical notes relating to a female patient, aged thirty-one 
years, who had died of Hodgkin’s disease. 


NOMINATIONS AND ELECTIONS. 


THE undermentioned have been nominated for election 
as members of the New South Wales Branch of the British 
Medical Association: 


Freeborn, Wallace, M.B., Ch.M., 1923 (Univ. Sydney), 
“Gren’ Dah,” Elsie Street, Homebush. 

Harlock, Lachlan Alexander, M.B., Ch.M., 1924 (Univ. 
Sydney), 160, Woniora Roard, Hurstville. 

Hayes, Geoffrey Stanhope Sautelle, M.B., Ch.M., 1926 
(Univ. Sydney), “Kapella,” Wentworth Road, 
Vaucluse. 

Hull, Eric Douglas, M.B., Ch.M., 1926 (Univ. Sydney), 
6, “Buena Vista,” Clifton Gardens, Mosman. 

Norton, Cecil Hugh, M.B., Ch.M., 1925 (Univ. Sydney), 
Holbrook. 


THE undermentioned have been elected members of the 
Victorian Branch of the British Medical Association: 


Hunt, Bruce, Atlee M.B., B.S., 1925 (Univ. Melbourne), 
Children’s Hospital, Carlton. 

Coulon, Victor Alec, M.B., B.S., 1925 (Univ. Mel- 
bourne), South Yarra. : 


ae 


Giniversity Intelligence. 
THE UNIVERSITY OF SYDNEY. 


A MEETING OF THE SENATE OF THE UNIVERSITY OF SYDNEY 
was held on May 3, 1926. 


The following degrees were conferred in absentia: 


Bachelor of Medicine: A. M. Martell and O. E. Nothling. 

Bachelor of Medicine and Master of Surgery: L. W. N. 
Gibson and Dorothy I. Mills. 

Master of Surgery: J. Barnes. 


Dr. H. J. W. Brennand presented to the University as an 
historical record a group picture of the early medical men 
associated with the foundation of the Colony of New South 
Wales. 


An anonymous gift of approximately £2,500 was received 
for the purpose of establishing a scholarship for post- 
graduate research work in pathology. The necessary con- 
ditions for the award of the scholarship will be determined 
by the Faculty of Medicine at a later date. 

A gift of one hundred guineas was received from the 
New South Wales branch of the British Medical Associa- 
tion as a contribution to the funds of the Cancer Research 
Committee. 





Dr. Harold Ritchie was appointed as Lecturer in Clinical 
— at Sydney Hospital in place of Dr. J. Macdonald 

ill. 

Miss Cynthia Booth-Clarkson, 
Junior Demonstrator in Anatomy. 

On the recommendation of the Cancer Research Con. 
mittee, Dr. W. Moppett was appointed to the position of 
Cancer Research Biologist for a period of one year. 


B.Sc., was appointed 


_— 
<- 





Maval and Military. 


APPOINTMENTS. 


THE undermentioned appointments, changes et cetera 
have been promulgated in the Commonwealth of Australia 
Gazette, Numbers 25, 27 and 32 of March 11 and 25, and 
April 15, 1926. 


AUSTRALIAN MILITARY FORCEs. 
Second Military District. 
Australian Army Medical Corps. 


To be Captain (provisionally).—Bertrand Francis Martin 
Maguire, 24th February, 1926. 

To be Colonel.—Lieutenant-Colonel (Temporary Colonel) 
E. S. Stokes, 31st December, 1925. 

The provisional appointment of Captain P. L. K. Addison 
is terminated under the provisions of Section 15 of the 
Defence Act, 19th February, 1926. 

To be Captain (provisionally).—Philip Lawrence Kenneth 
Addison, 20th February, 1926. 


Australian. Army Medical Corps Reserve. 


Captain A. L. Kerr is retired under the provisions of Aus- 
tralian Military Regulation 152 (1), 8th March, 1926. 

Captain G. C. Wellish is placed upon the Retired List with 
permission to retain his rank and wear the prescribed 
uniform, 2nd March, 1926. 

Honorary Captains A. E. Blythman, J. M. Sanderson and 
L. D. Mercer are retired, under the provisions of Aus 
tralian Military Regulation 159 (2), 2nd March, 1926. 


Reserve of Officers. 


Lieutenant-Colonel J. L. Shellshear, D.S.O., is placed upon 
the Retired List, with permission to retain his rank 
and wear the-prescribed uniform, 26th February, 1926. 


Third Military District. 
Australian Army Medical Corps. 
Captain H. L. Stokes ceases to be seconded, 23rd February, 
1926 


The provisional appointment of Captain H. F. Summons is 
confirmed. 


Australian Army Medical Corps Reserve. 
Captain C. C. Marshall is transferred to the Australian 
Army Medical Corps Reserve, 6th Military District, 
ist March, 1926. 


Fifth Military District. 
Australian Army Medical Corps. 

The provisional appointment of Captain G. R. Troup is 
terminated, under the provisions of Section 15 of the 
Defence Act, 9th March, 1926. 

To be Captain (provisionally).—Gilbert Reynolds Troup, 
10th March, 1926. 


Sixth Military District. 
Australian Army Medical Corps Reserve. 


Captain C. C. Marshall is transferred from the Australian 
Army Medical Corps Reserve, 3rd Military District, 
ist March, 1926. 
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Correspondence, 


AN AUSTRALIAN COLLEGE Oi SURGEONS. 


Sm: The other day a patient told me he had a “gastro- 
monstrosity” done on him. He was never the same man 
since. Surely a powerful argument for the new Australian 
College of Surgeons. 

Yours, etc., 
J. C. HALtipay. 

185, Macquarie Street, Sydney. 

May 2, 1926. 





X RAY APPARATUS AND THE PUBLIC HEALTH 
DEPARTMENT OF NEW SOUTH WALES. 


Sir: I was surprised to see recently a circular, issued 
above the signature of the Undersecretary for Health and 
sent to hospital committees stating that the Department of 
Public Health had received a report that Australian machines 
were: (a) Equal to imported machines in “ease of control”; 
(b) superior in “low-leakage resistance” and “high regula- 
tion”; (c) superior in design, in that the commutator is 
far removed from inflammable material. In regard to (a) 
the person who made the report has evidently never seen 
a modern American machine. In regard to (b) “low- 
leakage resistance” and “high regulation” have no mean- 
ing and are just words of magic, while in regard to (c) 
it is hard to see why anybody would ever dream vf 
placing inflammable material near any commutator in an 
electrical machine. 

If the New South Wales Department of Public Health 
is entering into salesmanship propaganda work, it should 
at least be accurate in its circulars. 

Yours, etc., 
J. G. Epwarps. 

185, Macquarie Street, Sydney. 

May 5, 1926. 





CHRONIC APPENDICITIS. 


Sm: In THE MEDICAL JOURNAL OF AUSTRALIA May 1, 1926, 
is a current comment on chronic appendicitis. Here are 
discussed views of various men. While all recognize the 
infective origin of appendicitis, none give any reasons why 
and wherefore this comes about. Until this is understood, 
the treatment and elimination of appendicitis will be very 
inadequate. After the danger of focal infections has been 
emphasized for some years, a few are beginning to attach 
some importance to it. Rosenow, of the Mayo Clinic, in 
some of his earlier work was able to produce appendicitis 
in monkeys by intravenous injections of organisms taken 
from infected appendices. 
any other ‘issue of the body can be involved by blood 
borne bacteria from focal infections must be patent to all 


and is deserving of some consideration. At least it offers | 
with regret. 


some explainable way how an appendix may become 
infected. Now the point I wish to stress, is not that 
the appendix can become infected from a focal infection, 
as that is obvious, but that once the process is started, 
it continues more or less off and on over a period of 
years, depending on the activity or otherwise of the original 
focus and the varying immunity of the individual. The 
Process of joint involvement of one suffering with arthritis 
from an infected root abscess will be similar to one with 
appendiceal involvement. 
fection, some will be intermittent. and some more or less 
constant. Many will have seen patients who have con- 
tinued to have pain after the appendix has been removed, 
because the initial infection is still present and continues 
to pour down organisms to the same locality. The fact 


. that the caecum is often found bound down by adhesions 
Points more strongly to the area being invaded by meta- | 








That the appendix as well as | 


There will be all grades of in- | 
| those who confine their practice to radiology, those who 


stasis ‘than by extension from the appendix except where 
there is gross suppuration. Exactly the same reasoning 
must be applied to the question of duodenal ulcer. 

Now that the danger of infected tonsils is being realized 
and their removal or treatment is being undertaken more 
so than formerly, we shall find that appendicitis will 
become rarer. During the past few years, having acted 
on the views of removing the initial focus and treating the 
appendiceal region with diathermy, the results in all cases 
so far treated have been eminently satisfactory. 

Yours, etc., 
SYDNEY PERN. 

12, Collins Street, Melbourne. 

April 4, 1926. 





A RARITY. 


Smr: The enclosed is almost worth putting in the 
journal. 
Yours, etc., 
W. M. HELSHAM. 
Richmond, New South Wales, 
May 7, 1926. b 
Dear Sister: Would you Please lend or Rent me an 
Ema to clear my girls bowls. She has infimation of 
the Pendics. 





A HERNIA. 


Sm: Dr. Nil’s hardy Swede reminds me of a tough 
Riverina stockman who, in agony with a strangulated 
hernia, threatened to cut it open with his pocket knife. His 
employer sent for me and after a forty mile drive I found 
the man asleep. The hernia had been reduced in a novel 
way. The patient had placed his fist on the lump and a 
mate had sat forcibly on the fist. My patient like Dr. 
Nil’s refused operation or removal to hospital and had 


| no further trouble. 


Yours, etc., 
K. St. V.W. 


May 7, 1926. 


Mbituarp, 
WILLIAM HENRY BROWN. 


WE regret to announce the death of Dr. William Henry 
Brown which occurred at Melbourne on April 16, 1926. 





MELROSE MAILER. - 


THE announcement of the death of Dr. Melrose Mailer . 
which occurred at Melbourne on April 21, 1926, is made 


TO RADIOLOGISTS. 


Inquiries have been made on many occasions for a list 


| of medical practitioners using X ray apparatus in the 
| diagnosis or treafment of disease. As far as we are aware 


no such list has yet been compiled. It would embrace 
adopt a specialty, such as dermatology, in which radiology 
is essential, and those who use X ray apparatus in general, 
medical or surgical practice. We shall be grateful to all 
medical practitioners who employ X ray apparatus in any 
of these directions, if they will communicate the fact to 
us, indicating to which category they belong. 
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THROUGH an oversight two copies of the journal of May 8, 
1926, have been addressed to a number of practitioners. 
We should be indebted to the recipients of two copies if 
they will kindly return one copy to The Printing House, 
Seamer Street, Glebe, New South Wales. 


Wedical Appointments. 


Dr. James Booth (B.M.A.) has been appointed Certifying 

Medical Practitioner at North Melbourne, Victoria. 
a * 7 * 

Dr. Norman Roy Dale (B.M.A.) has been appointed 

Certifying Medical Practitioner at Hamilton, Victoria. 
* a = + 

Dr. James S. A. Rogers (B.M.A.) has been appointed 
Acting Medical Superintendent of the Hospital for the 
Insane, Beechworth, Victoria. 

* * 2 * 

Dr. Alan Macdonald has been appointed Resident Medical 
Officer, Government Hospital, Kalgoorlie, Western 
Australia. ai 

* 7 a e 

Dr. Eleanor M. Stang (B.M.A.) has been appointed 
Medical Officer of Schools, Medical and Health Department, 
Western Australia. 

7 e s we 

Dr. Frederic Hobart James (B.M.A.) has been appointed 

Public Vaccinator at Abbotsford, Victoria. 
* os 5 = 

Dr. Edward Angas Johnson has been appointed Honorary 

Sanitary Adviser at the Adelaide Hospital, South Australia. 
a » * * 

Dr. C. L. S. Macintosh (B.M.A.) has been appointed an 
Honorary Physician at the Royal Alexandra Hospital for 
Children, Sydney. 

we * * ot 

Dr. G. C. Willcocks (B.M.A.) has been appointed an 
Honorary Assistant Physician at the Royal Alexandra 
Hospital for Children, Sydney. 

2 * * * 

Dr. W. P. MacCallum (B.M.A.) has been appointed an 
Honorary Relieving Assistant Physician at the Royal 
Alexandra Hospital for Children, Sydney. 

* - s am 

Dr. R. H. Minton Connell (B.M.A.) has been appointed 
District Medical Officer and Public Vaccinator at Meeka- 
tharra, Western Australia. 

* a a * 

Dr. H. R. Smith has been appointed Medical Officer of 

Health to Collie Municipal Council, Western Australia. 


Books Received. 


sae big A OF THE SURGEON-GEUERAL OF THE 

C HEALTH SERVICE OF THE UNITED STATES 

FOR THE FISCAL YEAR, 1925. Issued by the Treasury 
Department, Washington. "Royal 8vo., pp. 314. 

INFANT WELFARE FOR THE STUDENT AND _ PRAC- 
TITIONER, by Hazel H. Chodak Gregory, M.D., M.R.C.P.; 
1926. London: H. K. Lewis and Company, Limited. Grown 
8vo., pp. 153. Price: 4s. 6d. net. 


<-_ 
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Medical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” page xxiv. 





BENEVOLENT SocIETY OF NEw SouTH WaALEs: (a) Medical 
Superintendent (Male), (b) Resident Medical Officer 
(male). 


Medical Appointments: Important Pile 


MEDICAL practitioners are requested not to apply for an 
appointment referred to in the following table, without havin 
first communicated with the Honorary Secretary of the having 
named in the first column, or with the Medical Secretary of th 
British Medical Association, Tavistock Square, London, W.cj. P 








BRANCH. ‘APPOINTMEN TS. 





Australian Natives’ Association. 
Ashfield ant. = Friendly Societies 


Dispe 
Balmain Ponited Friendly  Societiey 
Dispensary. 
Friendly Society Lodges at Saaine. 
Leichhardt and Petersham Dispe: sary, 
Manchester United Oddfellows’ Medicxi 
Institute, Elizabeth Street, Sydney, 
Marrickville United Friendly Societies 
Dispensary. 
North Sydney United Friendly Societies 
People’s Prudential Benefit Society. 
Phenix Mutual Provident Society, 


New SoutH WALgS: 

Honorary Secretary, 

0 - 34, Elizabeth 
Street, Sydney. 





: All Institutes or Medical Dispen: 
Yicrontan ‘Honorary | ‘Australian Prudential. Assoclatny 
Society Hali East Proprietary, Limited. 

Melbourne. Mutual National Provident Club. 
. National Provident Associatien. 





ee a : Hon- 
orary ecretary Brisbane Boome Friend 
B.M.A. Building, Inst 2 
Adelaide Street, Stannary Hills: Hospital. 
Brisbane. 


Society 





Contract Practice Appointments at 
Ceduna, Wudinna (Central 
Eyre’s Peninsula), Murat Bay 
and other West Coast of South 
Australia Districts. 


SoutH AUSTRALIAN: 

Honorary Secretary, 

12, North Terrace, 
Adelaide. 





WESTERN Aus- 

TRALIAN: Honorary 

Secretary, Saint 

George’s Terrace, 
Perth. 


All Contract Practice Appointments in 
Western Australia, 





NEW ZBALAND 
(WELLINGTON Divi- 
SION) : Honorary 


Friendly Society Lodges, Wellington, 
Secretary, Welling- N 
ton. 


ew Zealand. 





Diary for or the aponth. 


May 17.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

May 18.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

May 18.—Tasmanian Branch, B.M.A.: Council. 

May 19.—Western Australian Branch, B.M.A.: Branch. 

May 25.—New South Wales Branch, B.M.A.: Medicai Politics 
Committee. 

May 25.—Ilawarra Medical Association, New South Wales. 

May 26.—Victorian Branch, B.M.A.: Council. 

May 27.—New South Wales Branch, B.M.A.: Branch. 

May 27.—South Australian Branch, B.M.A.: Listerian Oration. 

May 28.—South Australian Branch, B.M.A.: Branch (Annual). 

May 28.—Queensland Branch, B. M.A. : Council. 

JUNE 1.—Tasmanian Branch, B.M.A.: Council. 

JUNE 2.—Victorian Branch, 'B.M.A.: Branch. 

JUNE 2.—Western Australian Branch, B.M.A.: Council. 

JUNE 3.—South Australian Branch, B.M.A.: Council. 

JUNE 3.—Section of Orthopedics, New South Wales. 

JUNE 4.—Queensland Branch, B.M.A.: Branch. 











Editorial Motices. 


MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
age ar JOURNAL OF AUSTRALIA alone, unless the contrary 
e stated. 


All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, The Printing House, 
Seamer Street, Glebe, Sydney. (Telephones: MW 2651-2.) 

SUBSCRIPTION RatTEs.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 for 
Australia and £2 5s. abroad per annum payable in advance. 
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